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Abstract
This pragmatic multiple case, single site research explored the sources and
manifestations of simulation anxiety in Master of Occupational Therapy (MOT) students
at a health sciences institution in the Southeastern United States. The study involved five,
second-year MOT students who reported experiencing “very much” simulation anxiety
following their first year within their occupational therapy program. Self-reactive
influences of challenge, feedback, and self-efficacy were examined. The challenge levels
of simulations, the provision of feedback, and the levels of self-efficacy were perceived
as acceptable. Sources of simulation anxiety were identified; internal sources included
having high personal expectations and external sources involved experiencing
performance-based comparisons. Overall, responses to simulation anxiety led to the
conclusion that while there do exist considerable non-productive responses to simulation
anxiety, such as involuntary physical symptoms and disruptions in thinking, the lasting,
productive effects to simulation anxiety involve widened perspective and increased selfregulation.
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Chapter I: Introduction
Personal Context
My grandfather was a Federal Bureau of Investigations (FBI) agent in New York
City. After law school and his adventures with “the bureau” in New York, he settled back
down in his hometown near the Great Smoky Mountains. When I was a girl, he would
drive around in his spick and span, maroon Volvo; it had a Tennessee license plate that
read, “IMXFBI.” He told me the following story, which greatly influences my
perspective as a student and as an educator entering this exploratory work. When he was
graduating from the University of Tennessee with his law degree, the commencement
speaker told the graduates that he knew many of them were nervous and anxious about
what was ahead. The speaker went on to say that it was those in the cohort who were not
nervous that the instructors were the most concerned about. The speaker maintained that
stress-filled anticipation could be productive while overconfidence could be detrimental
to the young professional.
A stress-response can be helpful or harmful. It can be both -- helpful and harmful
– productive and counterproductive (Heitler, 2016). The negative aspects of stress have
been emphasized since the beginning of the twentieth century. Stress began being studied
as an adverse risk factor to health and wellbeing in the 1930s by Dr. Hans Seyle (Tan &
Yip, 2018). Seyle, the first known physician to identify the influence of stress, noted
physical differences in rats resulting from repeated exposure to stressful conditions (Tan
& Yip, 2018). Close to ninety years later, stress is a buzzword in modern society. Stress
is a condition to be avoided and seen as a problem to be solved. While stress, anxiety, and
trauma now have well-defined diagnostic disorders (American Psychiatric Association,
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2013), there is still much to be uncovered about the rising incidence of stress and anxiety.
Higher education has seen a significant increase of overly anxious, stressed out learners
seeking solutions (Bland et al., 2012). However, stress is not always viewed as
undesirable.
Psychologist Kelly McGonigal (2015) maintains that not all stress or anxiety is
negative. McGonigal (2015) explores how an individual’s experience of stress-reactions
or anxious thoughts can serve as a catalyst for a productive, adaptive response. Rudland,
Golding, and Wilkinson (2019) explored the positive effects of stress on learning; they
note that experiential learning stress is especially useful. Eustress or positive, beneficial
stress is a concept that is overshadowed by society’s emphasis on overcoming negative
stress or distressing symptoms (Rudland et al., 2019). It is my position as the researcher
that not all stress is bad, and the stress response that can result from performance
pressures prior to a test, simulation encounter, or patient interaction can assist students in
rising to face difficult challenges. Nervous energy can be expected prior to an important
event. The body and mind respond to the demands of the situation to generate a stress
response which is often correlated with a quickened pulse, rapid breathing, sweaty palms,
and heightened sensory awareness (Heitler, 2016; McGonigal, 2015; Rudland et al.,
2019). However, there are times when these stressors result in a counterproductive or
debilitating response (Heitler, 2016; McGonigal, 2015; Rudland et al., 2019). In these
instances, the resultant anxiety must be addressed.
Reducing anxiety through adequate preparation and educational methods is a
common goal of higher education programs (Bland et al., 2012). Simulating highpressure conditions is one method commonly used in health-science education to prepare
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future practitioners for clinical decision-making and anxiety regulation (Gordon et al.,
2017; Ntlokonkulu et al., 2018). Simulation training has been historically used in highrisk fields such as emergency medicine and combat aeronautics to prepare learners for
real-world scenarios (Al-Elq, 2010). Through simulation in healthcare education, learners
experience clinical settings and situations that require them to apply their knowledge and
emerging practice skills (Bethea et al., 2014). While simulation is meant to elicit
authentic experiences in a safe-to-fail context, the performance pressure experienced by
trainees can be overwhelming (Nielsen & Harder, 2014; Shearer, 2016).
Simulation anxiety has been defined as the psychological unrest that can be
experienced when a simulation encounter represents an imminent threat or source of
pressure (Yockey & Henry, 2019). As an occupational therapy (OT) educator, I have
been investigating Masters-level OT students’ reactions to simulation for the last four
years. The student feedback has been overwhelmingly positive, and students have
continually asked for more simulation exposure prior to fieldwork placements. However,
an unexpected concern has emerged both in students’ written reflections as well as in
verbal feedback: the anxiety experienced surrounding a simulation encounter is perceived
as an overwhelmingly negative characteristic of the learning process. In the last two
years, the primary negative theme that has emerged from use of simulation in the OT
program has been students’ reports of anxiety (Booker, 2018).
This phenomenon of simulation anxiety is most intriguing because my students
have predominantly experienced what is generally understood to be low stakes simulation
encounters. In fact, most of the simulations that occur within the OT program at the
University of Tennessee Health Science Center (UTHSC) consist of formative-based
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assessment. As such, it is understood that the learner is still developing the skill;
successful performance is based on effort, participation, and application of new concepts
(INASCL, 2017). This is in contrast to high stakes simulation encounters or masterybased, summative assessment methods (INASCL, 2017). Due to my interest in simulation
as a developing educational practice in OT education (Bethea et al., 2014), I serve as the
faculty consultant for simulation within my department. I have not only assisted with
simulation development but have also helped many faculty members make changes to
their simulation design for the majority of the encounters that the OT students experience
throughout the curriculum.
While simulation anxiety has been explored in nursing literature (Nielsen &
Harder, 2014; Shearer, 2016), I wish to explore how OT learners experience different
types and sources of simulation anxiety, and how the implications differ. Although use of
simulation has been well established in nursing and medicine (Al-Elq, 2010), it is a new
frontier in therapy education (Bethea et al., 2014). OT education is experiencing a
tremendous rise in use of simulation for preparing students for fieldwork and future
practice (Bethea et al., 2014; Bennett et al., 2017). The national educational accrediting
body, the American Council of Occupational Therapy Education (ACOTE), recently
published a new list of standards in 2018 that go into effect on July 31, 2020.
Unprecedentedly, simulation has been incorporated into the new standards, not as a
requirement, but as a suggested method of earning fieldwork credit. Historically,
simulation has not been an option for clinical rotations such as Level I Fieldwork, which
serves “to introduce students to the fieldwork experience, to apply knowledge to practice,
and to develop understanding of the needs of clients” (ACOTE, 2018, p. 41). While
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nursing education programs have been using simulation experiences to partially fulfill
clinical requirements for years (NCSBN, 2014), this is a new practice in OT education.
This research is not only timely work for the field of OT education, but it is also
essential for understanding how student anxiety in regard to simulation can impact
learning, motivation, and performance. Understanding the lived experiences of simulation
anxiety among OT students is one of the first steps to addressing this established issue
(Booker, 2019; Nielsen & Harder, 2013; Yockey & Henry, 2019).
Theoretical Context
By understanding the OT students’ experiences, I hope to discover if their
simulation anxiety requires a solution-oriented change to educational practices. As such, I
chose to explore simulation anxiety in OT learners through the theoretical lens of
pragmatism. Fittingly, pragmatism is a wide, far-reaching theoretical framework
positioned for knowledge discovery and solution finding (Creswell, 2013). Pragmatic
research is action-oriented and problem-focused; therefore, it seeks to enlighten decisionmaking and inform daily practices (Biesta & Burbules, 2003; Creswell, 2013). Because
simulation in OT education is a developing practice, I hope to understand how simulation
anxiety can serve either as a motivating agent of productivity or as a counterproductive
distractor or barrier. Because I am seeking pragmatic, practical applications for the
utlization of simulation in OT education, these goals align best with pragmatism.
While phenomenology was considered, it requires a depth of study that seeks to
understand and explore the phenomenon itself without the end goal of practical
application (Creswell, 2013). A phenomenological study would focus solely on
subjective meaning of the phenomenon of interest (Reeves et al., 2008) instead of how to
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respond. Critical theory was also considered; however, it primarily focuses on the
experiences of power dynamics for specific groups or sub-groups as characterized by
gender, age, minority-status, or culture (Reeves et al., 2008). While critical theory could
be an appropriate fit for examining simulation anxiety for future studies, I am most
interested in understanding simulation anxiety through the experiences of a specified
small, nearly homogenous group. I would like to understand how simulation anxiety can
be experienced in a broader sense among the members of the OT students at UTHSC
before narrowing in further to understand how, for example, non-traditional students
experience simulation anxiety differently. As an occupational therapist, I have a natural
predisposition towards exploring individuals’ challenges and developing an appropriate
response to enable engagement in meaningful occupations. Occupations are considered
any activity, including educational endeavors, which occupy a person’s time.
As an OT educator, my current “clients” are my students. I started this doctoral
journey on a mission to grow in the art of teaching and learning. Having had the
opportunity to explore many learning theories, I found some that resonated with my everevolving philosophy of education. My two primary theorists of influence are Lev
Vygotsky and Albert Bandura. Vygotsky’s work on the zone of proximal development
(ZPD) ties in closely with techniques I use in therapy as well as in education for helping
individuals reach beyond their current grasp (Vygotsky, 1978). Vygotsky’s theoretical
constructs shape my understanding of the supports that need to be in place in order to
assist my students in having successful simulation encounters (Vygotsky, 1978).
However, Bandura’s social cognitive theory illuminates how meaningful learning can
take place through indirect means such as observation of a model peer or authority figure
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(Bandura, 1986). Beyond that, Bandura’s work on self-reactive mechanisms explains
why and how motivation is a primary factor in academic achievement (Bandura &
Cervone, 1983; Hart & Mueller, 2014). Self-reactive influences consist of perceived
challenge, sources of feedback, and levels of self-efficacy regarding the learning
objective or desired behavior (Bandura & Cervone, 1983). While Vygotsky’s work is
relevant to the proposed study, it does not assist in explaining subjective experiences of
simulation anxiety encountered by the individual like Bandura’s concepts of self-reactive
mechanisms can.
Statement of the Problem
The problem that this research addresses is how self-reactive mechanisms result
in counterproductive responses to simulation anxiety in OT students at UTHSC. While
simulation encounters are designed to increase student confidence and provide
opportunities to demonstrate clinical readiness in a safe environment, anxiety is a
commonly cited drawback (Booker, 2018; Gordon et al., 2017; Van Vuren, 2016).
Simulation experiences in OT education especially have been noted to evoke anxiety in
the learners involved (Booker, 2018; Gordon et al., 2017, Van Vuren, 2016). The
educational tool that is meant to decrease students’ fear of the future scenarios is causing
students to experience heightened levels of anxiety (Booker, 2018; Gordon et al., 2017,
Van Vuren, 2016) that require further investigation in order to understand and address.
Purpose Statement
The purpose of the study is to investigate the effects of self-reactive influences on
simulation anxiety surrounding an educational simulation encounter. In this pragmatic
multiple case, single site research, self-reactive mechanisms were used to explore the
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sources and manifestations of simulation anxiety in second year Master of Occupational
Therapy (MOT) students at UTHSC reflecting on a past simulation encounter. I used
semi-structured, face-to-face interviews, observations during a review of video-recorded
simulation encounters, and a review of documents to capture the lived experiences of five
MOT students. Practical implications for learning, education, and development to address
simulation anxiety in the OT students at UTHSC are discussed.
Research Questions
The following research questions guided this study:
1. What are the sources of simulation anxiety in MOT students at UTHSC?
2. How do self-reactive mechanisms influence simulation anxiety among MOT
students at UTHSC?
3. What types of responses result from simulation anxiety in the MOT students at
UTHSC?
a. In what ways is simulation anxiety experienced as a productive response?
b. In what ways is simulation anxiety experienced as a counterproductive
response?
Significance of the Study
By identifying and describing the anxiety-provoking experiences of the OT
students, the data can inform OT educators on how to respond. Anxiety can have both
beneficial and negative effects. By exploring and anlyzing the lived experiences of the
participants, this study seeks to understand how the MOT students’ experiences of
simulation anxiety promote productive and/or counter-productive outcomes.
Additionally, the sources of anxiety that are identified may provide a way to guide
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educators on how to design, prepare, or further develop simulation cases that foster both
student achievement and well-being.
Because simulation is relatively new to the field of OT education, as compared to
medicine and nursing (Gordon et al., 2017; Ntlokonkulu et al., 2018), there can be a
propensity to make novice mistakes during simulation design that could negatively
impact the learner. For example, at a recent national OT conference poster session, one
OT educator shared that her students felt overwhelmed about simulation after having an
initial simulation experience. The educator went on to describe the session involving a
patient who was sexually aroused, went into atrial-fibrillation, and eventually died all
within the fifteen-minute OT student encounter (Anonymous, personal communication,
April 4, 2019). While this scenario could happen in real-life, there were at least three
potentially traumatic events unfolding in the short time span. Instead of having safe-tofail scenario, it appears that the students were most certainly placed in a sure-to-fail
situation. The information gathered in this study can be used to inform OT and other
healthcare educators on the types and sources of anxiety students surrounding simulation
encounters. In this way, educators may have a greater understanding on how to respond
to issues in simulation designs and implementations that promote the negative, or
counter-productive, aspects of simulation anxiety in the learner.
Summary
In this chapter, I have covered the introduction to the proposed study. In chapter
two, I discuss the theoretical constructs and literature as they relate to the proposed study.
Chapter three provides the specifics of the methodology and methods by which I propose
to explore simulation anxiety and self-reactive influences in the four to six student cases.
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The fourth chapter includes my findings from the multiple case, single site study. The
final chapter includes my discussion, conclusion, and future considerations in relation to
the research.
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Chapter II: Theory and Literature
Introduction
This chapter examines the guiding theories, both macro and micro-level, that were
used to frame the research. Pragmatism and its relevance to the field of occupational
therapy as well as its application to this study are covered. Self-reactive influences under
the social cognitive theoretical lens are explained using specific examples. A review of
the current literature explores and defines OT, development of OT students, concepts of
stress, anxiety especially in regard to healthcare students, self-reactive mechanisms
applied to the constructs of the study, simulation in healthcare and OT education, and
simulation anxiety sources and possible solutions.
Macro-Level Theory: Pragmatism
Pragmatism is a theoretical approach that emphasizes exploration of impediments
to effective outcomes in order to identify possible answers. It is highly relevant to
education research (Biesta & Burbules, 2003) as well as occupational therapy (Bing,
1996; Hooper & Wood, 2002; Ikiugu & Schultz, 2006; Morrison, 2016) for identifying
practical applications. A pragmatic approach allows the researcher to understand and
respond to dilemmas or phenomena experienced in education (Biesta & Burbules, 2003)
or in everyday living (Bing, 1996). In its truest sense, a pragmatic study should answer
the following, “What is going on? How is it happening? What needs to happen?”
Through the lens of pragmatism, adaptive responses and actions result from effective
thinking patterns (Ikiugu & Schultz, 2006). Active pursuit of knowledge through
questioning and reflective practices allow for critical inquiry to assist the individual in
future goal attainment and realization (Hooper & Wood, 2002). Pragmatism invites the
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constituent to visualize the desired future while simultaneously evaluating internal,
external, past, present, and socially or personally created influences of success (Hooper &
Wood, 2002).
History and Major Figures of Pragmatism
Pragmatism was conceptualized in the United States, and thus reflects the values
of the Western world. Characterized by “a pioneering spirit and urge for expansion”
pragmatism is both celebrated and critiqued by philosophers (Biesta & Burbules, 2003, p.
4). The three primary founders of pragmatism include: Charles Peirce, William James,
and John Dewey (Biesta & Burbules, 2003). All three founders valued the usefulness of
scientific processes; this is reflected in the way they believed pragmatic solution-finding
should be conducted. In fact, Dewey believed scientific inquiry was essential when
exploring human actions and behaviors. Pierce, a physicist, sought to explain concepts
and ideas with the clarity that only a pragmatic approach can provide. All three started a
club called the meta-physical club for which they frequently met to develop their ideas
and the theoretical constructs of what is now known as pragmatism (Biesta & Burbules,
2003).
Pragmatism and Occupational Therapy. The roots of the field of OT are
grounded in pragmatism and the era of moral treatment and mental hygiene (Bing, 1996).
Dr. Adolf Meyer, who is recognized as being the author of the philosophy of the field of
occupational therapy, was a fellow collaborator and colleague of William James, John
Dewey, and Charles Pierce (Ikiugu & Schultz, 2006). It was during Meyer’s time at Hull
House, an immigrant integration agency in Chicago, that the value of adapting to the
environment by means of occupational participation became recognized as a pragmatic
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solution to assist disenfranchised individuals with integrating into society (Ikiugu &
Schultz, 2006). Meyer advocated for prescribing activities of daily living in natural, trueto-life contexts in order to assist individuals struggling to function due to lack of selfefficacy or distorted orientation to time and context (Hooper & Wood, 2002). OT became
a supportive intervention to assist people who were at risk for being unable to
meaningfully and productively engage in occupations pertaining to leisure, work, play,
education, care for others, care for self, or rest and sleep (Bing, 1996; Hooper & Wood,
2002). After World War I, OT became the pragmatic solution for war veterans returning
with altered bodies and minds, needing to reintegrate into society with different abilities
and challenges, both physical and emotional in nature (Bing, 1996).
Micro-Level Theory: Social Cognitive Theory
Albert Bandura is considered the primary theorist associated with social cognitive
theory. Bandura rejected the idea that learning was merely a result of rewards or
punishments or environmental cues as was the primary thought of the behaviorism
movement (Bandura, 1986). He believed that learning is a socially mediated process by
which an individual’s inner thoughts and motivation as well as social environment and
expectations influence one’s behavior and achievement (Bandura, 1986). Modeling, goal
setting, self-efficacy, feedback, and anticipated results are all aspects of Bandura’s social
cognitive theory (Bandura, 1986; Bandura & Cervone, 1983). This pairs well with the
proposed study of simulation anxiety because belief in one’s ability to do well in a
specific simulation, as well as one’s past experiences and feedback can critically impact
one’s view of the simulation encounter, one’s feelings surrounding the encounter, and
one’s performance in the encounter.
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Modern application of social cognitive theory in healthcare simulation can be
seen in some work out of Harvard’s medical simulation center. Rudolph, Raemer, and
Simon (2014) not only promote creating a psychologically safe social environment for
simulation encounters, but also how to create mastery experiences to enable a learner to
effectively think and cope through multiple levels of task demands within a simulated
experience (Rudolph et al., 2014). Through mastery experiences students gain selfefficacy (Usher & Pajares, 2008) for clinical tasks or scenarios; self-regulation of
thoughts and actions is attributed to the ability of the learner to practice and revisit a
clinical scenario in a psychologically safe context (Rudolph et al., 2014).
Social Cognitive Theory’s Self-Reactive Mechanisms
While pragmatism serves as the guiding lens and broad overarching theoretical
approach, social cognitive constructs of self-reactive mechanisms inform the specific
contents of this research. Social cognitive theory arose as a guiding philosophy in
psychology just after the behaviorism movement (Bandura, 1986). According to social
cognitive constructs, learning is a result of social and environmental influences, and can
be indirect or can occur by means of observation, (Bandura, 1986). For example, a
primary mode of learning seen in social cognitive theory is through modeling, wherein a
knowledgeable peer or authority figure demonstrates a skill or behavior, and the observer
attains a greater understanding which in turn influences future behaviors or actions
(Bandura, 1986).
Self-effective mechanisms are also a key feature of social cognitive theory
(Bandura & Cervone, 1983; Hart & Mueller, 2014). How a learner responds or finds the
motivation to rise to a given challenge is often determined by self-effective or self-
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reactive influences (Hart & Mueller, 2014). Three things influence a productive,
adaptive, or positive response: self-efficacy, optimal challenge, and feedback
mechanisms (Bandura & Cervone, 1983; Hart & Mueller, 2014). This micro-level theory
of social cognitive constructs, specifically self-reactive mechanisms, is outlined as an
“orienting lens” by which behavior and attitudes can be both explored and explained
(Creswell, 2009, p. 62).
Aligning Theory with Proposed Research
Pragmatism seeks practical solutions or applications to an identified issue
(Creswell, 2013). In a preliminary study conducted between 2017 and 2018, I
encountered a pattern of negative student perceptions of simulation anxiety in working
with the MOT students at UTHSC (Booker, 2018). The preliminary work was presented
at a national OT educators conference and served to inform this study, which is intended
to understand the sources and effects of simulation anxiety. In this manner, perhaps
recommendations for simulation design, preparation, or implementation can be generated.
According to social cognitive theory, the effects of the social environment can influence
one’s behavior, learning, and thinking (Bandura, 1986). Pragmatists and social cognitive
theorists maintain that research should consider the social contexts (Creswell, 2013).
Both pragmatism (Hooper & Wood, 2002) and social cognitive theory (Bandura &
Cervone, 1983; Hart & Mueller, 2014) emphasize the importance of adaptive responses.
Productive versus counterproductive performance can be influenced through self-reactive
mechanisms (Bandura & Cervone, 1983; Hart & Mueller, 2014). The aim of this study is
to explore simulation anxiety in MOT students at UTHSC from the viewpoint of finding
practical applications and understanding how self-reactive mechanisms may influence
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productive versus counterproductive responses to simulation performance. Theory in this
case was used as a front-end guide (Creswell, 2009) in the proposed qualitative,
pragmatic multiple case study. I intend to use my personal viewpoint and experiences in
addition to the data collected to summarize the meaning for propositional generalization
(Creswell, 2009; Stake, 1995) and practical application for addressing simulation anxiety
in the MOT students at UTHSC.
The applicable, primary concepts to be explored in the study relate directly to the
problem necessitating a pragmatic solution: simulation anxiety. In addition, the selfreactive mechanisms by which simulation anxiety can be influenced: self-efficacy,
challenge, and feedback, were examined. Four elements are therefore of interest in regard
to pragmatism and self-reactive mechanisms: simulation anxiety or psychological state,
self-efficacy in relation to the simulation activity, challenge (Bandura & Cervone, 1983;
Hart & Mueller, 2014) in regard to simulation objectives, and feedback from previous
and current simulation encounters. Simulation anxiety is defined as the psychological
unrest, pressure, or threat that can be experienced as either a motivating, productive
response or debilitating, counterproductive response to a simulation encounter (Yockey
& Henry, 2019). Self-efficacy is defined as the belief of the individual in his or her ability
to reach or accomplish the desired goal or performance behavior (Bandura, 1997;
Bandura, 1992; Bandura, 1986), specifically, in this case, the objectives of the simulation
encounter. Challenge refers to the “fit” of the simulation objectives with abilities or skills
of the student (Bandura, 1986). Challenge is tied to the outcomes of the simulation
encounter, especially the graded performance. If the challenge is set at an appropriate
level for the student, the objectives are reasonably attainable with adequate effort and
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productive reasoning (Hart & Mueller, 2014). An adaptive response (Heitler, 2016)
would be identified as being able to meet the challenge or set objectives. Feedback refers
to the internal and external processes by which a student understands his or her progress
towards goal attainment (Bandura, 1986; Bandura & Cervone, 1983). Internal processes
can include how one perceives self, personal performance, or others’ performances.
External processes can be feedback from interactions with technology in the physical or
virtual environment, interactions with actors in the simulation, interactions with peers in a
briefing or debriefing, or interactions with educators surrounding a simulation encounter.
Feedback can also be information regarding one’s performance in a written format on a
graded simulation encounter (Hart & Mueller, 2014). The four primary variables
identified through the theoretical lenses were used to explore, understand, and explain the
data, and provide a means through which practical applications
Literature Review
Stress and Anxiety
In order to discern the applicability of the recommended pragmatic solutions that
this study aims to make, a certain level of understanding must be gained of the pertinent
factors being considered. As an occupational therapist, I have found that solutions are
found in three ways; positive outcomes result when one changes the context, the activity
itself, or assists the client in developing a new skill set. To address simulation anxiety
there must be an adequate understanding of the client, who is the OT student, the activity,
which is simulation, and the context, which involves self-reactive mechanisms. The
problem in question is simulation anxiety in the MOT students at UTHSC. This literature
review will begin by discussing stress and anxiety. Then, the person, the context, and the

17

activity were explored as pertinent factors in order to point to a greater understanding of
what can be addressed. The final section of the literature review will cover current
evidence on addressing simulation anxiety in education.
Stress is commonly thought of as an external, imminent threat whereas anxiety is
the response of inner turmoil that can result from stressors (Eustis et al., 2018; Ross,
2018). Heightened anxiety among higher education students is a prevalent concern in
modern education (Eustis et al., 2018). High achieving students, such as those in medical
schools and other graduate education programs, are at an even greater risk for
experiencing significant symptoms of anxiety during the course of an academic program
(Conley et al., 2017). Although anxiety may manifest in many forms and result from a
number of sources, one thing is clear, anxiety is on the rise in young adults in the United
States (ADAA, n.d.). Occupational therapy is an example of one allied health field that
has seen a significant increase in student anxiety in recent years (Killiam et al., 2019).
Anxiety is linked to fear and, from a trauma-informed care perspective, fear is
often linked to a freeze response (Heitler, 2016). The three most common responses to
conflict are fight, flight, or freeze. Freezing up can be a function of paralyzing fear. This
freeze response can result from the psyche warning an individual about a potential threat
(Heitler, 2016). Anxiety is not always a negative emotion; in fact, it can assist the
individual into the awareness of the need to solve a problem or address a stifled need
(Heitler, 2016; McGonigal, 2015). Anxiety can stimulate clarification-seeking
introspection that can allow an individual to proceed with caution and increased focus
(Heitler, 2016). It is how one responds to the warning that can be problematic and
debilitating.
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As previously noted, not all anxiety is paralyzing. Graduate OT students may
experience a full continuum of fearful thoughts and behavior patterns ranging from mild
discomfort to a complete panic attack (Heitler, 2016). Sources of fear may differ for
students as well. While some may have extreme performance anxiety during a simulation
that may stem from being watched on a video monitor, others may struggle with timemanagement and fear of running out of time. Some students may have anxiety related to
social situations and fear not having the right words at the right time. Still others may
present with a fear of appearing incompetent and exposed. Sources of fear can take many
forms. One thing is for certain, OT students report that one of the biggest drawbacks to
simulation encounters is the anxiety that they produce (Booker, 2018).
Not only do sources of anxiety vary, but also how anxiety is expressed or
manifested in student behavior (Heitler, 2016). Cognitive interference theory focuses on
the interruptions in thinking that can result in detrimental performance outcomes (Yockey
& Henry, 2019). When the learner becomes anxious about being evaluated, negative selftalk can result (Yockey & Henry, 2019). In such cases, specific interventions may be
required to assist the student in re-framing the encounter so that the experience and the
end result are positive. Whereas anxiety has often been conceptualized as a barrier to
learning, there may be a certain amount of anxiety that can be advantageous to a
simulation experience. In some situations, the uneasiness involved with anticipating the
unknowns may drive a student to more thorough preparation and self-directed learning
(MacKenzie & Collins, 2018).

19

The Influence of Anxiety on Learning: Early and Modern Work
Yerkes and Dodson (1908) published a study on training a mouse to react to black
and white visual stimuli to choreograph its movements. This study and others related to it
referred to the subject as the ‘dancing mouse’ (Yerkes & Dodson, 1908). It was through
this study that the Yerkes-Dodson Law was established (Gantt, 2013). The law states that
an optimally moderate level of arousal or stress is required for effective learning to take
place (Al-Ghareeb et al., 2019; Gantt, 2013). However, this principle, though often cited,
is questioned in modern day education, especially in relation to simulation anxiety (AlGhareeb et al., 2019; Nielsen & Harder, 2013). While researchers agree that there could
be an optimal level of anxiety for learning outcomes related to simulation, more study is
warranted (Nielsen & Harder, 2013). Some of the latest work points to low anxiety as
being the most conducive for learning compared to moderate or high anxiety levels (AlGhareeb et al., 2019). However, other work points to heightened anxiety and emotional
states during a simulation encounter being significant contributors of long-term learning
(Nielsen & Harder, 2013). Anxiety can result in observable differences in physiological
and sociological functioning (Heitler, 2016), which may also impact student
performance. It is linked to test anxiety and state anxiety, which are temporary, but can
interfere with student performance and learning outcomes (Nielsen & Harder, 2013;
Shearer, 2016). The next section will explore anxiety as it relates to today’s healthcare
students and their contextual factors.
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Anxiety in Today’s Healthcare Student. Higher education in general has seen a
tremendous increase in students’ anxiety levels in recent years (Macauley et al., 2018).
One study out of the Institute of Health Professions in Boston sought to explore anxiety
specifically in healthcare students. Graduate-level physical therapy, physician’s assistant,
and communication science students were recruited to participate in a cross-sectional,
quantitative study measuring the predictors and presence of different types of anxiety. In
the above-mentioned study examining anxiety in graduate, health-professions students,
the researchers included all the current students within the three programs in the
voluntary study. In addition to collecting demographic information, the State-Trait
Anxiety Inventory (STAI) and Westside Test Anxiety Scale (WTAS) were administered
in the fall semester during the period just preceding midterm examinations (Macauley et
al., 2018). Consistent with the healthcare practice fields represented, the great majority of
the respondents identified as white and female (Macauley et al., 2018). The results of the
STAI showed higher than normal state and trait levels of anxiety in the graduate
healthcare students compared to employed adults and college students. Interestingly,
second year physical therapy students demonstrated higher levels of anxiety than first
year physical therapy students. The researchers speculated that the heightened levels of
anxiety in the advanced students could be attributed to anticipating the transition from
didactic training to clinical fieldwork placements (Macauley et al., 2018). This
phenomenon of heightened anxiety in advanced healthcare students anticipating clinical
placements is consistent with the literature (Nielsen & Harder, 2013; Paskins & Peile,
2010). Significant predictors of anxiety overall included: financial strain, low grade point
average, female gender, and biological or genetic predisposition to anxiety (Macauley et
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al., 2018). The next section will explore the field of healthcare related to this study, OT.
Before gaining an understanding of the MOT students, the field and philosophy of OT
will be further discussed.
Defining Occupational Therapy
To understand OT students, one must first be oriented to the field of occupational
therapy. Therefore, the first topic to be examined is OT in order to fully comprehend the
position of the MOT students. Occupational therapists incorporate activities that people
need to do, want to do, and are expected to do as part of their distinctive role in the
rehabilitation science field. OT was first recognized as a unique profession after World
War I, when war aides were assigned the role of assisting veterans with re-integrating
into society and everyday occupations after coming back from war experiences mentally
and physically changed (Bing, 1996). Mental health has always been a primary focus in
OT service provision. Addressing physical limitations to promote function and wellbeing is an additional emphasis seen in OT treatment interventions (Bing, 1996). Today,
OT can be provided in a variety of settings from community mental health to inpatient
acute care, and even to school-based systems. Occupational therapists can address the
needs of individuals from birth to end-of-life through their unique skills in occupational
science and activity analysis. Their primary mode of intervention consists of using the
activities or occupations that occupy an individual, group, or populations time to promote
skill development, healing, and function. Health and successful outcomes are defined by
the ability to engage in meaningful outlets of occupational participation in one’s daily
life.
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In order to graduate entry-level OT practitioners who can facilitate the health and
well being of others through meaningful occupational participation, OT educators take an
intentional role in the development of their students. Because a holistic model of health is
the focus of OT, educators must first assist students in introspective, developmental work
to establish students’ self-care, growth, and well being. The next section will explore the
developmental processes of OT students while considering the contextual factors of
influence.
Development of Occupational Therapy Students: Understanding the Client
It is never been my assumption as an occupational therapist that I can change
people. However, as an educator and a therapist, I believe individuals can be supported in
and encouraged through intentionally placed developmental supports; this is how one can
promote change in the individual. So, when I discuss the client as a factor to address, the
focus is the development of the client who in this case is the OT student. Development
was explored through the manners in which OT students are prepared for entry-level
practice. Acquisition of skill, changes and thinking, differences in behavior, and
emotional regulation are all viewed through the lens of moving the novice learner to the
able and equipped practitioner.
In general, development results from having adequate resources and experiences
to meet the demands or needs of the developing individual. It can be looked at from
several perspectives; common lenses through which development is viewed include:
nature versus nurture, universality versus diversity, and qualitative versus quantitative
changes (McDevitt & Omrod, 2016). When there is lack of development, or failure to
meet developmental milestones, there is reason to investigate internal and external
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influences that may point to a cause for the observable differences (Boyt-Shell et al.,
2013). Study of development provides a foundation for understanding behavior,
emotions, thinking processes, and motor and language skills. When an individual’s
developmental levels are identified, adequate resources and challenge can be provided to
promote further learning and achievement. Many factors are to be considered when
assessing developmental appropriateness; one of the primary factors is chronological age
among other demographic features. The next sections will explain the current landscape
of OT students in the United States and the manners in which OT educators aim to assist
learners develop physically, cognitively, socially, linguistically, and emotionally.
Chronological Age and Demographics of Occupational Therapy Students.
The typical age for a student starting OT school is between 21 to 24 years old (Lancaster,
2019). While there is a push for increasing the presence of diverse and non-traditional
learners, especially in occupational therapy programs throughout the United States, the
majority of OT students are white females (Harvison, 2018). An OT student profile often
consists of a high achieving individual who has earned a bachelor’s degree or equivalent,
has minimal work experiences, and has focused involvement in community service and
leadership opportunities (Lancaster, 2019). Most entering OT students are in the end
stages of adolescence and transitioning into young adulthood.
Physical Development of Occupational Therapy Students. While it can be
assumed that most OT students have finished developing physiologically, the few
younger students may continue to experience changes in height, weight, and body
structure as they encounter the last stage of adolescence. What may influence physiology
during this time is the experience of prolonged seated periods required during traditional

24

lecture-style class sessions. This may prove to be a barrier for managing physical fitness
in order to meet the demands of future clinical roles and current minimum standards. OT
students must meet minimum lifting requirements and markers of physical stamina in
order to demonstrate readiness for clinical work.
Adequate body mechanics must be learned for assisting patients especially those
that require a significant amount of support for walking or moving from one seated
surface to another. When students learn how to transfer or assist a patient from a bed to a
wheelchair, or one surface to another, modeling is often used as a teaching method. Both
good and poor positioning can be covered to allow for the OT students to understand the
impact of proper body mechanics for their safety and that of the patient. There are several
physical skills that OT students are required to demonstrate in order to prepare for
clinical practice. Some examples apart from patient transfers include fine motor skills for
demonstrating proper grasp patterns, handling techniques for mobilizing and positioning
patients’ body structures, and good lifting practices for managing heavy equipment such
as wheelchairs or hospital beds. Honing those skills involves repeated exposure, practice,
and competency checks to ensure mastery of physical skill sets.
Cognitive Development of Occupational Therapy Students. Because there is a
lot of homogeneity of culture, gender, age, and race among OT students in the United States
(Harvison, 2018), similar schemas exist among the learners. Scaffolding becomes an easier
process due to the similar backgrounds and ways of understanding as well as the experience
of a lock-step progression through strategically designed curriculums. In many
occupational therapy programs, students begin with learning foundational knowledge of
what occupational therapy is and how it is implemented. Students’ progress through
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coursework and clinical fieldwork rotations until they have gone from thinking about the
OT process to thinking and acting like an entry-level practitioner. Critical and clinical
reasoning skills are often honed through safe-to-fail experiences such as simulations and
case studies in occupational therapy education (Booker, 2018). Changes in thinking result
from opportunities for assimilation, accommodation, and equilibration from experiential
learning encounters (Schunk, 2012). Before a student is accepted into an OT program,
volunteer hours and observations must be submitted to demonstrate a familiarity or
understanding of OT practice. Therefore, based on prior experiences, students enter OT
school with preconceived notions of what OT is and how it is executed. As they learn and
apply theory to cases and receive feedback, changes or corrections are made to their
previous schemas through accommodation. When new knowledge and understanding
becomes a part of their thinking processes, equilibration occurs, and students will progress
to thinking more like a therapist.
Intellectual challenges and dilemmas are also presented in a sequential manner
throughout OT curriculums. Often students begin with courses that are fact-based and
require rote knowledge recollection and recitation (Lancaster, 2019). For example, at
UTHSC, OT students begin studying gross anatomy including insertion points of
muscles, bony prominences and structures, and how the body systems work together. In
courses like this, students are operating on the lower levels of the revised edition of
Bloom’s taxonomy with the main objectives being to recall and demonstrate a general
comprehension of the desired concepts (Heer, 2012). As students begin to be introduced
to theory, they are asked to apply theoretical constructs to case studies and even match
the appropriate theory to use for in that specific case. By the end of the didactic portion of
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the curriculum, OT doctoral students are required to design and execute individual
capstone projects (ACOTE, 2018). They are expected to contribute new knowledge to the
field and generate implications from their work. The cognitive development that happens
between being observer of therapy services to becoming an entry-level practitioner has
clear links to Piagetian constructs (Schunk, 2012) and the revised edition of Bloom’s
taxonomy for learning (Heer, 2012).
Social Development of Occupational Therapy Students. A common issue seen
in OT school is the establishment of social structures especially in cohort-based program
models. How students treat one another initially is typically based on previous social
encounters and experiences. Bandura held that learning is dependent on cultural and
social encounters (Bandura, 1986). In my experience as an educator I have seen that OT
students begin school by viewing peers as competitors to be bested. This is not a surprise
due to the competition it is to be accepted into a graduate occupational therapy program
in the United States. In the current climate of OT education, only 18% of doctoral
applications and 17% of Masters level applications result in an invitation to OT school
(Harvison, 2018). The competition to “get in” is fierce. Once in a program, however,
students are expected to view classmates as team members and treat their peers in a
fashion that is not competitive but cooperative. In order to serve as collaborative
members of the healthcare team, OT students are expected to work well with others –
demonstrating prosocial behaviors (Snowman et al., 2009) and positive, professional
communication in everyday interactions (Lancaster, 2019).
OT students must learn how to develop appropriate social interactions with a wide
variety of individuals from patients with poor health literacy, to Certified OT Assistants
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who carry out the treatment plan, or even to medical directors and supervisors with
significant authority. While learning to set appropriate, professional boundaries,
communicate assertively, and understand their own position in social structures, students
also face personal, social dilemmas. The two most relevant stages of Erikson’s
psychosocial stages are: identity versus role confusion and intimacy versus isolation
(Erikson, 1968; Mooney, 2000). While most students are sure of their professional goals,
due to the rigor of getting into OT school, many are still trying to figure out their OT
identity and how they will find their place in a field with a vast amount of practice areas
and opportunities for specialization. However, the most common psychosocial dilemma
seen in OT school due to the age and life stage of the primarily female cohorts of students
is whether they will find and secure a life partner. While going through the demanding
schedules and learning processes required in an OT program, many OT students marry,
get engaged, or are actively dating in search for connection and relationship.
Another social impasse often seen in OT school is identifying and responding to
moral dilemmas in practice interactions. While some students come into school being
exposed to how to handle fraudulent Medicare charges, or what to say when a coworker
is found having an intimate relationship with a patient, many have limited work
experiences that have subjected them to common social scenarios seen in OT practice.
Part of their social learning in OT school is determining their own stances on current
ethical issues in practice, as well as specific response training. Simulation and problembased-learning methods can be used to address social, ethical dilemmas; this falls directly
in line with Kohlberg’s method for identifying stages of moral reasoning in developing
individuals (Slavin, 2009).
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Language Development of Occupational Therapy Students. Vygotsky
believed that formal reasoning is not achievable until language is first acquired
(Vygotsky, 1962). Each specialty in healthcare, or in any work-related setting, has its
own terminology or jargon. When students are learning the language of OT evaluation,
intervention, and outcomes, they are beginning the first steps towards thinking like a
therapist. They are emerged in language during clinical experiences, and much like an
infant, may be picking up on grasping onto bits and pieces of the language and affiliated
concepts being used. Students also hear educators speak in clinical terms when modeling
or making observations aloud using external speech (Vygotsky, 1962). OT educators may
encourage students to use inner speech when making observations in order to practice use
of clinical terms prior to requiring practice documentation. Educators may find it
necessary to explain the meaning of the terms much a caregiver would when a toddler
tries out new words or phrases requiring word appropriation and defining when terms are
misused.
OT students encounter more knowledgeable others during fieldwork, peer
reviews, and feedback from assignments as they develop their voice and professional
language skills. How language is used is especially important to the developing OT
student; documentation must be objective versus subjective and reflect clinical judgment
versus values-based judgments. Through the zone of proximal development, writing
exercises can be done with students one on one and class wide to provide appropriate
supports for students to make the leap to writing like a skilled therapist. An interesting
observation from my experience is that as students begin to learn clinical terms, they
often neglect to use layman’s terms when relaying case information informally or when
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interacting with non-clinical individuals such as patients and caregivers. It is as if the new
language as taken place of the old, and they forget the time that they did not know the
specialized terms.
Emotional Development of Occupational Therapy Students. The high stakes
environment of a graduate healthcare education program influences OT students’
emotional wellbeing (Killiam et al., 2019). Higher education students are specifically at
an increased risk for poor mental health (Conley et al., 2017). So explicit models for
healthy emotional development can be covered in the overt and hidden curriculum.
Consistent with Bandura’s work coping models such as defining the issue, talking though
the problem, verbalizing emotions or fears are often used in the classroom and during
mentoring sessions (Bandura, 1997; Bandura, 1992), Also, Freud’s work on defense
mechanisms can be covered during their course of study to not only allow students to
identify their own healthy and unhealthy defense mechanisms, but also be able to identify
them in future patients, especially in group-based settings (Freud, 1966). Procedural
practices can be put into place to promote emotional wellbeing and further development.
Low cost or free student counseling services can also be provided. Veteran students can
each paired with a new, incoming student to discuss managing stress, anxiety, imposter
syndrome, and multiple roles over the course of an education program (Conley et al.,
2017). Self-limiting emotions and thinking patterns can be identified within the program
to help students have a better understanding of their own emotions and reactions before
trying to go out into the field to help others. To assist students who are struggling with
negative emotions, educators can design assignments or exercises that provide adequate
challenge but also allow for mastery. Bandura’s work on self-efficacy can be a guiding
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light to OT educators in this sense. Through mastery experiences, the struggle to get there
can aid student motivation, and the accomplishment can increase student’s self-efficacy
(Bandura, 1992).
Self-Reactive Mechanisms: Understanding the Context
This next section will explore self-reactive mechanisms as influences of
simulation anxiety in the OT student. Self-efficacy, feedback, and adequate challenge are
the three mechanisms that interact in self-evaluation and regulation (Bandura & Cervone,
1983). Actions, undertakings, and motivations are highly dependent on one’s beliefs
about personal abilities. Some programs are using co-collaboration with OT students to
design simulation scenarios. In this sense, students are allowed to choose a challenge that
they believe is fitting for them in collaboration with their educators (MacKenzie &
Collins, 2018). The educator in turn provides feedback regarding the student’s progress
and how he or she has or has not met the academic expectations. If a student has high
self-efficacy, it can be assumed they have a higher likelihood of achieving the set goal, as
well as having a sense of control rather than anxious expectation (Bandura, 1992). The
co-collaborative approach that emphasizes heightened self-evaluative processes in
conjunction with reliable feedback drives self-regulated learning practices (MacKenzie &
Collins, 2018). The better the match between the goal, the learner’s ability, and the
learner’s belief in their ability to reach the desired goal, the less anxiety is anticipated
(Bandura, 1992). When a student believes he or she can achieve what they have been
asked to accomplish, their heightened self-efficacy almost acts as a self-fulfilling
prophecy. However, the other two components should not be ignored; feedback and

31

adequate challenge are also required for student motivation and effort (Bandura &
Cervone, 1983; Hart & Mueller, 2014).
Considering that the social environment can have a significant impact on one’s
views, it is important for educators to think about how they affirm students (Wilson &
Buttrick, 2016). An old Hebrew proverb states “life and death are in the power of the
tongue” (Proverbs 18:21, New International Version). How feedback is provided is
crucial; debriefing is a common outlet used in simulation to give feedback to the learner
and point out inconsistencies in their performance with the goals of the simulation
(INACSL Standards Committee, 2017). Feedback should be timely and accurate
(INACSL Standards Committee, 2017). In Bandura and Cervone’s (1983) preliminary
work on self-reactive mechanisms, they had participants engage in repetitive physical
trials while providing regular feedback on performance with the members of an
experimental group. Participants who were given feedback and an explicit goal improved
effort and achieved far greater than those given feedback or a goal alone. Interestingly,
the individuals who demonstrated the greatest gains were those who had negative selfperceptions of their performance but had high self-efficacy in believing that they could
reach the desired goal (Bandura & Cervone, 1983).
Through simulation, explicit goals are often shared with learners in a prebrief
prior to the simulation encounter (INACSL Standards Committee, 2017). When students
are given the opportunity to review their video-recordings, I have found that they are
often dissatisfied with their performances. However, the heightened awareness that
happens after the review can serve as a catalyst for future achievement in the next
simulation encounter (Nielsen & Harder, 2014). I have often shared with my students that
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I would rather they fail a simulation than fail the real test in life. As a student, I have
learned more from the times I have gotten things wrong but have been given the feedback
and encouragement to know how to improve my performance upon my next attempt.
Adequate challenge ties in very well with a well-known phrase in occupational therapy
called, “the just right challenge” (Boyt-Schell et al., 2014). This refers to matching the
client’s abilities with an appropriate goal and setting the client up for success. However,
it also means that the effort and skill that are required for meeting the demands of the task
are a step beyond what the client has previously demonstrated. In simpler terms, the goal
is not too easy, but is just beyond the current grasp of the client. It is not too difficult so
as to frustrate or humiliate but provides a sense of motivation to make further progress. If
the goal is too easy, motivation will suffer as well as effort; Bandura and Cervone’s
(1983) study supports this. Likewise, if the objective is perceived as too difficult, the selfreactive mechanisms in conjunction with the client’s effort can contribute to the unmet
expectations. The next section will revisit Yerkes’ and Dodson’s (1908) law of stress
required for learning; then, it will bridge into social cognitive theory and specific
examples of self-reactive influences.
Social Cognitive Theory Connections. Yerkes’ and Dodson’s (1908) study was
performed at a time where behaviorism and animal science were central to psychology
and learning theory. However, there came a time in which researchers began to recognize
that translational research does not always work when applying the constructs learned
from animal behavior to human learning. Through this revelation, social cognitive theory
is birthed (Bandura, 1986). Social cognitive theory connects the social environment and
interactions to thinking and learning processes. Albert Bandura is the primary theorist
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affiliated with social cognitive theory (Bandura, 1986). Evaluation of self in relation to
others or the social context is a theme seen throughout Bandura’s work (Bandura 1992;
Bandura & Cervone, 1983).
One of the primary constructs explored in social cognitive theory is that of selfevaluative or self-reactive mechanisms (Bandura & Cervone, 1983; Hart & Mueller,
2014). Self-evaluative mechanisms are responsible for one’s evaluation not just of
oneself in relation to others, but also of one’s own expectations for personal performance
and achievement. Self-reactive mechanisms refer to how one responds to the selfevaluation (Hart & Mueller, 2014). Self-reactive mechanisms rely heavily on selfefficacy, which is another primary construct identified in Bandura’s social cognitive
theory (Bandura & Cervone, 1983). Self-efficacy is a pervasive aspect of motivation and
behavior change identified by Bandura and his colleague, Cervone (1983). Self-efficacy
refers to one’s belief in oneself regarding the ability to accomplish specific tasks. It is
different than self-esteem in that it is task specific and is not fully dependent on one’s
overall view of self-value or worth (Bandura, 1992). Setting high, but attainable goals
and providing feedback on the individual’s performance increases the likelihood of the
individual putting forth great effort as well as succeeding in the desired task (Bandura &
Cervone, 1983).
Influence of self-efficacy. If an individual demonstrates diminished self-efficacy
in regard to the goal set or assigned task, he or she is less likely to succeed (Bandura,
1997; Bandura, 1992; Bandura & Cervone, 1983). Low self-efficacy is also affiliated
with increased anxiety (Bandura, 1997). In a sense, successful performance depends on
an individual’s belief in his or her abilities to accomplish the task, on how appropriate the
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challenge is in regard to the individual’s abilities, and on the provision of feedback
during the goal attainment process (Bandura & Cervone, 1983). If these three
characteristics are present, the learner is more likely to put forth the required effort to
successfully rise to the challenge (Hart & Mueller, 2014). When self-efficacy is limited,
the focus on one’s limitations for rising to the challenge becomes more prevailing than
the effort and motivation to overcome (Bandura, 1997; Bandura, 1992). Whereas meeting
a goal or having mastery experiences, can serve as an additional motivator for future
effort and success (Hart & Mueller, 2014; Usher & Pajares, 2008). Therefore, in order to
self-efficacy to increase, the goal must be appropriate to ensure mastery is feasible
(Bandura, 1992).
Influence of Adequate Challenge. Similarly, ensuring adequate challenge is
necessary for effectual self-reactive mechanisms to manifest (Bandura & Cervone, 1983;
Hart & Mueller, 2014). Providing adequate challenge requires the educator to take a good
look at how the learner has been prepared for the required task. For a learner to be
confident in his or her abilities, there must be time allotted for exposure (Giuliano et al.,
2016) and practice of the objective skills. Preparation and learning according to social
learning theory constructs might involve student observations, peer or instructor
modeling, and instructor led orientation to the environment (Bandura, 1986). Because
learning can result from direct or indirect experiences, items such as online orientation
and training can be as effective as in-person instruction (Giuliano et al., 2016). Hands-on
labs with multiple learners can also be helpful in facilitating social encounters in which
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peers may learn what to do or what not to do from each other’s’ performances (Bandura,
1986).
Influence of the Learning Environment. Not only does preparation play a role of
influence, but so does the social and physical environments in which the learning and
challenge occur. The social and physical environments are essential to consider when
assessing readiness for learning (Macauley et al., 2018; Nielsen & Harder, 2013) as well
as conduciveness for demonstrating learning (Shearer, 2016). Lack of positive emotional
support (Yockey & Henry, 2019) and lack of familiarity with the environment (Giuliano
et al., 2016) have been identified as items that can negatively influence students’ selfefficacy and increase simulation anxiety. However, educators who foster positive
interactions, including honest, but constructive feedback can expect their responses to
assist students in reaching the desired standards (Hart & Mueller, 2014; Usher & Pajares,
2008) and improving their self-efficacy.
Influence of Outcome Anticipation. Because anxiety relates to responding to an
imminent threat, promoting psychological safety should be reflected in the social
atmosphere and instructor’s approach (Rudolph et al., 2014). Anxiety relates to feeling
threatened and anticipating negative outcomes; self-efficacy relates to anticipating either
positive or negative personal outcomes in relation to specific tasks or goals (Bandura,
1997). By providing opportunities that increase a learner’s self-evaluative capacity, they
become empowered to change their performance (Bandura & Cervone, 1983) and
hopefully extinguish distracting, negative self-talk (Bandura, 1997; Nielsen & Harder,
2013). Having clear expectations in the form of goals (Bandura & Cervone, 1983; Hart &
Mueller, 2014) or rubrics can be an effective means of motivating the learner. By
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presenting the outline for what is to be accomplished, and by setting reasonable
objectives, students might experience less simulation anxiety. If goals are set too low or a
student anticipates not improving his or her performance, sub-maximal efforts can be
expected (Hart & Mueller, 2014). In order to see if an objective is reasonable or not, the
literature can be reviewed to assess common discrepancies between learners’ abilities and
educators’ expectations. In the current healthcare education literature regarding
simulation anxiety, the following are sources of anxiety that could be evaluated for
suitability: time limits, preparation, the presence of in-person supports, leadership or
decision-making roles, number of items to accomplish, experience with traumatic or
triggering events, mechanisms of feedback, exposure to technical elements of the
environment, and type of performance review (Nielsen & Harder, 2013; Shearer, 2016).
Influence of Feedback. The literature clearly notes that anxiety can stem from
how performance feedback is viewed (Shearer, 2016). Hart and Mueller (2014) found
that the more negative the feedback students received, the higher the effort or motivation
was for reaching the goal the next time. Anticipating poor performance or experiencing
the self-imposed pressure to improve becomes a self-reactive influence on achievement
behaviors (Bandura & Cervone, 1983; Hart & Mueller, 2014). While self-reflection and
assessment is commonly accomplished through a post-encounter review of a video
recording, many educators use debriefing methods to provide immediate feedback
regarding students’ performance following a simulation encounter (Bethea et al., 2014).
While it is apparent that feedback is essential for student growth and further motivation
(Hart & Mueller, 2014), it is also important to note that feedback can inhibit self-efficacy
mechanisms, cause discouragement, and even contribute to abandoning goal-directed
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behaviors (Bandura & Cervone, 1983). Fear of unsupportive interactions with instructors
contributes to simulation anxiety (Nielsen & Harder, 2013;), this could also contribute to
decreased effort or motivation in future simulation encounters. According to social
cognitive theory, feedback is essential (Bandura & Cervone, 1983; Hart & Mueller,
2014), however according to the current literature, how the feedback is provided is
equally as important for addressing simulation anxiety (Shearer, 2016) and obtaining
optimal learning outcomes (Al-Ghareeb et al., 2019).
Influence of Self-Reactive Mechanisms on an Occupational Therapy Student.
Feedback can serve as a motivator to students, but also as an orientation to how well their
performance measures up. As I was formulating my thoughts for this section, I received
an email from a student, Eponine (pseudonym), who was on a three-month fieldwork
rotation. Eponine granted me permission to share our correspondence as an example of
the influence of challenge, feedback, and self-efficacy on her outlook and performance.
Eponine was mid-way through her fieldwork experience and was writing me for some
advice and reassurance after receiving some lower than expected marks on her mid-term
evaluation. She wrote to me saying she was ever so motivated to do well, but also
incredibly disheartened. Her fieldwork educator, who is a practicing occupational
therapist, has been providing regular feedback, but in some ways, it seems to be creating
more of an obstacle to my students’ performance. In the email my student shared,
I just feel very discouraged at this point because I am unsure of what I need to do
to improve, as I’ve been spending a great deal of time each night trying to do so
with the feedback I’ve been given. One of the things they want me to work on is
my confidence, which I feel like is even lower at this point (Eponine, personal
communication, November 9, 2019).
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My student’s belief in her ability to overcome this challenge seems to be limited
by her self-efficacy at this point. Whereas she is motivated to do well, she may view the
challenge as unreasonable or beyond her reach. It is easy to see the interaction of the selfreactive mechanisms at work here. She receives feedback, however her limited selfefficacy, and view of the challenge seem to be interfering with her ability to take steps in
the right direction. In a sense, the interference of these stressors could be preventing her
from being able to meet the objectives of the fieldwork placement.
Fear of making mistakes or being seen as incapable is noted as a limiting factor to
student performance and a contributing factor to student anxiety (Shearer, 2016). So in
my responding email, I shared a story about my own Level II fieldwork experience.
Through my story, I shared about my own shortcomings and low scores on my mid-term
feedback. In Bandura’s social cognitive theory, self-evaluation is highly based on one’s
performance in relation to others (Bandura, 1986). Self-perception is informed by what
others are accomplishing, failing to accomplish, or the feedback they receive.
In keeping with the above points, feedback comes from many outlets: directly
from authority figures, from peer interactions, from virtual contexts, and from oneself.
There is an undoubted interaction between feedback and self-evaluation. I am interested
in how these interactions of self-efficacy, feedback, and challenge relate to student
anxiety in simulation. In what ways can these mechanisms point the student towards an
adaptive response? When, where, and how does one know the tipping point at which the
anxiety results in a counterproductive response? The following section will examine
simulation as the activity that might be able to be adjusted to assist the client or student
experiencing simulation anxiety.
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Simulation: The Activity
Simulation refers to any mechanism or scenario utilized to mimic real world,
clinical settings and situations that require the learner to put their knowledge and
emerging practice skills to the test (Bethea et al., 2014). Common types of simulation in
healthcare education involve high-fidelity manikins and the use of standardized patients
or actors (Bethea et al., 2014). One of the advantages of high-fidelity manikins is that
they can present with any desirable onset of symptoms, and many have the speech
capacity that allows the instructor to verbally respond as the patient throughout the
simulation encounter (Kameg et al., 2014). When simulation experiences call for students
to recognize emotional responses or have a more hands-on experience with a patient who
is able to move around, standardized patients can be more effective (Kameg et al., 2014).
Meaning, sometimes the student interaction, skill development, or skill demonstration
requires a dynamic interaction between a moving, responsive human individual versus a
manikin, virtual encounter, or written case. In this study, only simulation encounters
involving standardized patients or human clients were examined.
Simulation in Healthcare Education. Simulation is frequently used for both
formative and summative assessment in healthcare education today (Gantt, 2013; Kameg
et al., 2014). In fact, nursing programs across the United States are turning to simulation
in order to substitute and supplement clinical placements due to decreasing clinical sites
and increasing demands for adequately trained entry-level practitioners (Shearer, 2016).
The same is true for occupational therapy education (Giles et al., 2014). Simulation can
account for up to 50% of clinical hours in nursing education (Shearer, 2016), and 20% of
clinical hours in occupational therapy education (Gustafsson, 2016). While many
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educators are turning to simulation to help prepare healthcare students for future practice,
there is some question as to how simulation is impacting the anxiety levels of students
who are already at high risk for mental health crises, compromised health, and poor
learning outcomes (Macauley et al., 2018).
A common way to develop and assess clinical and non-technical skills in
healthcare students is to use simulated scenarios. Simulations involve any type of activity
that is meant to mimic a real-life situation or dilemma. Skills-based simulations may
involve manikins, standardized patients, or actors, specifically designed environments,
and feedback mechanisms to assist the learner in the process of clinical skill
development. Simulation can be used to address essential technical skills as well as nontechnical skills in healthcare education (Gordon, et al., 2017; Ntlokonkulu et al., 2018).
Teamwork, communication, and empathy are examples of non-technical skills that are
important for healthcare providers to achieve in addition to clinical competence in
technical skills. A study out of South Africa examined the non-technical skill of
teamwork through the lived experiences of students after a single simulation encounter.
Five fourth-year midwifery students volunteered to participate in a simulation encounter
involving a standardized patient with a hemorrhagic emergency post-delivery
(Ntlokonkulu et al., 2018). The following themes emerged: delegating duties, importance
of teamwork, team support, and confident team leadership (Ntlokonkulu et al., 2018).
Simulation in Occupational Therapy Education. As previously mentioned,
simulation is being used in many different forms in OT education, however, of the most
common uses of simulation are those involving standardized patients or actors; videobased case studies are also used regularly (Bethea et al., 2014). Not all simulations
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involve hired actors for standardized patients. Some OT programs are beginning to use
student learners to portray the patient or client (MacKenzie & Collins, 2018). This aligns
with the new standards, which also allow a standardized patient to be a student who is in
charactering and accurately portraying the characteristics of the client in the case
(ACOTE, 2018). In fact, learning to play the role of the client allows occupational
therapy students to explore diagnoses, functional impact, and clinical problems prior to
field experience (MacKenzie & Collins, 2018). Deepening of insight and perspective
taking abilities can be facilitated through various forms of feedback including peer
observer, instructor, peer client or patient, self-analysis via video recording, and group
debriefing (MacKenzie & Collins, 2018). Motivation to perform well may not only come
from a desire for instructor approval, but also the desire to be competent in front of ones’
peers.
Simulation is a Means of Assessment. Simulation is useful for both formative
and summative assessment (INACSL, 2017). Most relevant for OT education, it allows
the faculty to see how a student may perform on his or her fieldwork, or during a realworld clinical experience (Giles et al., 2014). Simulation allows educators to see so much
more than traditional testing methods. Students can make a good guess on a test and
demonstrate the ability to think through a case study on paper. However, thinking in realtime during an interaction with a standardized patient or another member of the
interdisciplinary team allows the student to demonstrate not only their learning, but also
their hands-on skills, social-interaction skills, and critical thinking skills (Gibbs &
Dietrich, 2017). Through recordings students are able to go back and watch themselves
reflectively and think through the encounter as much as needed. Sometimes viewing a
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sub-par performance can trigger heightened self-awareness and determination to improve.
Over the past few years that I have been using simulation, I have noted a theme in my
students. While they are anxious to watch themselves, they also speak of the dread they
feel when listening to their video recorded simulation interactions. Some will laugh at
their own Southeastern United States accent, and others may take note of how many
distractor phrases they use. The watching and learning from one’s mistakes or imperfect
performance seems to promote a deeper dimension of learning than just the simulation
itself. The assessment does not only refer to the scored performance, but also the selfanalysis that follows the simulation encounter.
Summative Assessment in Occupational Therapy Education. OT students at the
Medical University of South Carolina go through a summative practical experience that is
simulation-based at the end of the didactic curriculum prior to leaving for Level II
Fieldwork placements (Giles et al., 2014). The students’ responses to the summative
practical with standardized patients was primarily positive; themes revealed that students
found the experience to be beneficial for fieldwork preparation in that they were
accountable for a large amount of learned material, they had the experience of providing
a real-time intervention, and they had the benefit of learning from their performance via a
video self-reflection assignment (Giles et al., 2014). The students had two emotional
reactions to the encounter: increased self-confidence in clinical skills and increased test
anxiety (Giles et al., 2014). The nature of the simulated practical allowed the students to
have remediation opportunities based on their performance if they did not achieve the
minimum standards in their first attempt (Giles et al., 2014). In this manner, simulation
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not only served as a means of assessment, but also as preparation for upcoming fieldwork
experiences.
Simulation is a Means of Preparation. Similarly, simulation is not only used as a
tool to determine student readiness for fieldwork, but it is also used as a method of
preparation for students’ clinical experiences (Bethea et al., 2014; Giles et al., 2014;
McGee & Sopeth, 2015; Ozelie & Panfil, 2018). The use of formative assessment is
growing in teaching practices of occupational therapy educators who are using simulation
(Bethea et al., 2014; McGee & Sopeth, 2015). Student self-efficacy can significantly
improve from simulation experiences designed not only asses the students’ ability to
apply classroom knowledge, but also hone the hands-on clinical skills needed for
fieldwork readiness (Booker, 2018; McGee & Sopeth, 2015). Feedback that is timely and
individualized aids in the process of student learning (INACSL, 2017) when formative
assessment is also being used as a means of solidifying didactic material (Booker, 2018;
McGee & Sopeth, 2015; Velde et al., 2009).
Simulation is a Substitute for Fieldwork. Simulation as a substitute and a
supplement to fieldwork placements is becoming more and more common in OT
education. For programs that are accredited through the World Federation of
Occupational Therapy, up to 200 hours of simulation can be provided as a means of
fulfilling the 1,000 hours of clinical experience (Gustafsson, 2016). With that freedom,
OT educators can be wary of the efficacy of using simulation for fieldwork hours
(Gustafsson, 2016). OT educators are beginning to see a tremendous increase in the use
of simulation to prepare students for clinical practice. This is expected to continue to rise
more and more with new standards for 2020 that allow for simulation with standardized
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patients to be a substitute for select fieldwork experiences (ACOTE, 2018). While
nursing education programs have been using simulation experiences to partially fulfill
clinical requirements for years (NCSBN, 2014), this is the first-time in the field of
occupational therapy it has been formally allowed and recommended by the educational
accrediting body.
Dwindling clinical sites is one reason for the push for simulation to be used as a
substitute for fieldwork; while many programs are expanding, there are fewer and fewer
clinical sites that are accepting students for fieldwork placements (Reed, 2016; Spark,
2019). One study found no differences in critical thinking in students who experienced a
traditional Level I fieldwork placement versus those who were provided a series of
simulation encounters with a shortened traditional fieldwork placement (Reed, 2016).
The students assigned the simulation encounters believed themselves to be more
equipped after having a series of risk-free, hands-on practice experiences via simulation
(Reed, 2016). In fact, instead of being upset that they did not have as long in a real-world,
traditional, clinical placement, the students recommended the program incorporate more
simulation into the learning experiences offered throughout the curriculum (Reed, 2016).
Lacey Spark, an occupational therapy educator at St. Augustine University in
Austin, Texas recently completed her doctoral thesis focused on the appropriateness of
use of simulation for level one fieldwork and occupational therapy education. Spark built
her work upon resiliency theory and how it correlates to use of simulation in occupational
therapy education. Healthcare practitioners are at risk for being overwhelmed, burdened,
and burnt out. Through simulation, students can experience some of the pressures that the
clinical world will present them. Spark pointed out in a recent presentation at an
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Education Summit for OT educators that resiliency is not a trait; it is a skill. It can be
learned and developed it can aid in executive function skills and self-regulation skills
which are highly targeted through simulation. Resiliency can be fostered through the use
of simulation as a substitute for fieldwork (Spark, 2019).
The goal of level one fieldwork is to understand the needs of the client (ACOTE,
2018). Much of simulation especially in a professional program has the goal of increasing
social emotional learning opportunities (Spark, 2019). This ties in with social cognitive
learning wherein individuals learn from the social interactions with others especially
standardized patients. However, this can also include simulations that require
collaboration with other disciplines such as Interprofessional simulation encounters. One
of the biggest factors that one can come away from simulation is an increase in selfawareness. With good self-awareness, students have the opportunity to build a foundation
for optimal self-regulation (Bandura & Cervone, 1983; Hart & Mueller, 2014; Spark,
2019). A self-regulated learner who has participated and social emotional learning
opportunities has the tools needed for building resilience as a future clinician (Spark,
2019). The next section will examine simulation anxiety as the problem in question. If the
anxiety results in a counterproductive response, perhaps there could be less opportunity
for the learner to increase in self-awareness and resiliency as a future healthcare provider.
Simulation Anxiety: The Problem in Question
Simulation anxiety refers to the physiological and psychological symptoms of
unrest and fear of imminent threat that can occur surrounding a simulation encounter
(Yockey & Henry, 2019). Because this phenomenon is usually due to the demands of a
specific situation or series of events, this type of anxiety is likened to state anxiety
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(Shearer, 2016). State anxiety can come and go based on the anticipation and completion
of a stress-inducing incident, such as a test or presentation (Nielsen & Harder, 2013).
Similarly, simulation anxiety has been described as being linked to test anxiety because it
involves the measurement and critique of student performance (Nielsen & Harder, 2013;
Giles et al., 2014). Test anxiety is affiliated with poor performance outcomes (Macauley
et al., 2018). State anxiety and test anxiety are different than trait anxiety, which refers to
an individual’s predisposition towards generalized anxiety that is not affiliated with a
specific event (Shearer, 2016).
Evidence-Based Causes of Simulation Anxiety. A recent study examined first
year nursing students’ simulation anxiety compared to final year students’ simulation
anxiety (Yockey & Henry, 2019). There were no significant differences the anxiety
levels, which were on the high end of ‘normal’ (Yockey & Henry, 2019). While first year
students were primarily fearful of not properly executing skills, senior year students were
particularly concerned with having the wrong line of thinking regarding the simulated
case (Yockey & Henry, 2019). The primary culprit of nursing student simulation anxiety
overall was having the role of the lead nurse; in other words, being the primary clinical
decision maker was the primary source of simulation anxiety in the nursing students
(Yockey & Henry, 2019). Other significant sources of stress stemmed from being
watched and from fear of not performing the correct action (Yockey & Henry, 2019).
Observing peers can serve as distractors, while watchful instructors can be intimidating
during a student’s simulation performance (Yockey & Henry, 2019). All of these
elements can culminate with a learner becoming overwhelmed within a supposedly “safeto-fail” clinical environment.
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Nielsen and Harder (2013) did a thorough review of the literature to identify the
sources of anxiety experienced during or surrounding simulation encounters. Similar to
several other studies (Shearer, 2016; Yockey & Henry, 2019), the researchers used the
cognitive interference model to explain the interaction between anxiety and performance
in educational simulation encounters. Nielsen and Harder (2013) found that there are
three primary lenses through which simulation anxiety has been viewed in the existing
literature: through the lens of preferred learning styles, through the lens of simulation
related concerns, and through the lens of performance or observation anxiety.
Anxiety Related to Specific Simulation Components. Because learning styles are
a controversial topic in educational research and not well grounded (Newton & Miah,
2017), this section has been omitted from consideration for applicable concepts.
However, the concerns relevant to simulation experiences as well as the fear affiliated
with being watched were explored for the purposes of further research considerations.
The following themes were revealed in the literature as influences of simulation anxiety:
the supportiveness of the instructor, the self-efficacy and self-awareness of the learner
going into the simulation, the fear of the unknown, the discomfort associated with
anticipated roles and responsibilities, and the reality of time limits during a simulation
encounter (Nielsen & Harder, 2013). In addition, perceiving role assignments and
expectations as unfair, feeling that privacy is not upheld, anticipating what will go wrong
or the clinical dilemma, and participating in excessive preparation, are also linked to
increased simulation anxiety (Nielson & Harder, 2013). However, the most commonly
cited anxiety-provoking phenomenon in simulation is the fear of others watching and
critiquing one’s performance (Nielson & Harder, 2013). Being graded, being seen by
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other instructors, and being video recorded were all found to be sub-themes under the
topic of performance or observation anxiety found throughout the literature (Nielson &
Harder, 2013). While video recordings of students are tremendously helpful for educators
for grading, debriefing, and remediating, students may value the experience of watching
themselves, while simultaneously dreading the use of video recording (Nielson & Harder,
2013). The next section will link the fear of being observed to symptoms of performance
anxiety affiliated with simulation encounters.
Anxiety Related to Performance. According to cognitive interference theory,
reduced cognitive capacity results from testing or simulation scenarios involving
performance evaluation (Nielsen & Harder, 2013). As a result, a learner’s focus lies on
the risk and negative self-talk involved in the evaluative activity, therefore, thinking and
performance become compromised. Prescribed behaviors and markers of competency can
be especially challenging for an individual trying to focus on completing all the
requirements in a timed simulation encounter (Nielsen & Harder, 2013). Productive
thinking and behaviors are more likely to occur when tasks are learner directed, which
supports the practice of co-collaboration of simulation objectives with adult learners
(MacKenzie & Collins, 2018). Cognitive interference theory may explain how simulation
anxiety, and the associated negative thought processes, can contribute to diminished
performance (Nielsen & Harder, 2013) and clinical reasoning (Shearer, 2016). The
student’s thoughts are disrupted by negative thinking patterns, which are multiplied when
mistakes are made in a prescribed series of simulation tasks. In turn, the student’s
performance and ability to effectively think through the scenario unravels resulting in
limited learning and poor evaluative outcomes (Nielsen & Harder, 2013). As previously
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mentioned, a certain amount of stress is assumed necessary to learning (Yerkes &
Dodson, 1908); the next section will explore anxiety levels required for effective learning
in educational simulations.
Anxiety Level Required for Optimal Learning. Some of the literature points to
simulation as creating a highly authentic experiential learning opportunity in which long
term effects are possible (Nielsen & Harder, 2013). Because of the emotional nature and
intensity of the experiences, simulation can facilitate a stressful dilemma in which the
pressure is just right for optimal learning and development (Nielsen & Harder, 2013).
However, the components and demands of a simulation encounter can also result in
limited learning if the stressors cause an inordinate amount of anxiety in the learner,
which can negatively impact performance and learning outcomes (Nielsen & Harder,
2013). The research points to anxiety as a necessary component of learning, however
there is little agreement on how much stress is recommended for optimal functioning
(Gantt, 2013; Nielsen & Harder, 2013).
Simulation Anxiety in Occupational Therapy Education
From my chance interactions with the OT students, I have noted the following
concerns: students may experience fear of the unknown, fear of being critiqued, fear of
not having enough time, or fear of not having required skills in the scenario. A review of
recent publication in the OT literature reveals similar findings (MacKenzie & Collins,
2018). Anxiety related to simulation experiences can be based in previously graded
simulation encounters (MacKenzie & Collins, 2018). Whereas confidence prior to a
simulation encounter can be emulated after having successful and similar fieldwork
experiences (Giles et al., 2014; MacKenzie & Collins, 2018). The reality is, regardless of
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the homogeneity of a given cohort of students, a varied level of clinical experiences will
always exist. Simulation can be not only a means of exposure, but also that of
solidification and desensitization to authentic clinical scenarios.
In a study of OT students’ attitudes and perspectives of simulation use in
occupational therapy education, I found that the primary negative perception of
participating in a simulation was student anxiety. The study was conducted with first year
occupational therapy students after a team-based, line management simulation encounter
(Booker, 2018). Four positive themes emerged including the students’ experiences of a
solidification of didactic material, an increase in self-awareness, an increase in
preparedness for fieldwork, and a beneficial, hands-on learning encounter (Booker,
2018). One negative theme revealed that students often feel overwhelmed and experience
feelings related to anxiety and stress prior to and during simulation encounters (Booker,
2018).
An exploratory, descriptive study with undergraduate occupational therapy
students in South Africa looked at student reflections after a clinical skills simulation
encounter (Van Vuren, 2016). Post simulation reflections revealed four major themes in
regard to the students’ reactions of the encounter: personal experience, teaching and
learning, professional skills, and the challenges and benefits of using simulation. Van
Vuren (2016) introduces simulation as a tool to decrease student anxiety and increase
student readiness prior to clinical experience. However, of the negative aspects seen
through the challenges of using simulation, student anxiety was a factor.
Similarly, a study in the UK explored Interprofessional student reactions to nontechnical skills simulation encounters and identified social contact anxiety as being a
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barrier to positive learning outcomes (Gordon et al., 2017). Students faced the pressure to
perform in front of one another and with learners from other disciplines. Ultimately, the
intergroup contact anxiety affected the team’s safety and communication (Gordon et al.,
2017). While anxiety is often seen as a problem to be fixed or avoided, the stress
response that accompanies anxiety-provoking situations can prove to be beneficial to
performance (McGonigal, 2015). Undergraduate occupational therapy students’ post
simulation reflections revealed that while there was a large amount of anxiety before a
simulated encounter, anxiety decreased as students progressed through the experience,
and had the opportunity to accomplish the desired tasks (Van Vuuren, 2016). Similarly,
students reported that working in pairs or being able to have access to the lecturers during
and after the simulation encounter greatly reduced anxiety (Van Vuuren, 2016). In fact,
heightened anxiety is a common phenomenon among students who are anticipating a
simulation experience (Yockey & Henry, 2019). The next section will explore what
educators can do in response to heightened anxiety in healthcare students when it
becomes problematic and counterproductive.
Addressing Anxiety in Healthcare Students
Recommendations for addressing healthcare students’ anxiety include focusing on
managing both internal and external influences (Macauley et al., 2018). Cognitivebehavioral interventions such as self-regulation training are recommended for mature,
non-traditional learners. Connecting students to resources involving psychological
support such as student counseling and academic support services was mentioned as a
recommended course of action. Switching the emphasis from grades to learning by using
larger margins for evaluation such as pass/fail assessments is also suggested. Cultivating
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a welcoming, calm environment through pet therapy, adult coloring activities, leisurely
games, down time, and refreshments is also proposed. In addition, fostering a positive
social environment can be accomplished through faculty led mindfulness training or
student led mentoring programs (Macauley et al., 2018).
Evidence-Based Recommendations for Addressing Simulation Anxiety
Student recommendations for addressing simulation anxiety have been discussed
throughout the literature. Having a positive, social environment to support the learning
process is commonly noted (Nielsen & Harder, 2013, Kameg et al., 2014). This can
involve both the approach of the instructor as well as support received from more
experienced students. Increased emphasis on preparation and familiarity with the
environment has been recommended in order to help students know what to expect
(Nielsen & Harder, 2013; Gantt, 2013; Giuliano et al., 2016). Instructors should consider
authenticity, feedback mechanisms, preparation practices, and evaluative practices when
addressing the student anxiety in simulation design, planning, and practice (Nielsen &
Harder, 2013). The size of student groups in a simulation, the means of orientation for a
simulation, and the rationale for video recording are factors to consider for student
learning and development. Nielsen and Harder (2013) found that the current literature
points to incorporating simulation experiences early on in a curriculum; the authors note
that with time and exposure, simulation anxiety can decrease. They recommend that
future studies focus on identifying the point at which stress becomes counterproductive
and assist other instructors in creating simulation scenarios that optimize outcomes while
providing the just-right amount of anxiety for learning (Nielsen & Harder, 2013). The
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next few sections will take a closer look at how specific changes could be made in
simulation preparation and teaching practices to effectively address simulation anxiety.
Construct Simulations Carefully. Teaching about sensitive topics can be a
common challenge that educators face especially when students do not feel comfortable
openly discussing delicate matters (Wong et al., 2017). Healthcare students are already at
risk for experiencing heightened anxiety due to the significant demands of graduate
health education (Macauley et al., 2018). Covering topics that could be triggering or
highly emotionally charged can be a challenge for healthcare educators aiming to equip
students for real-world situations. Instructors at Yale’s medical program found an
effective model for designing simulations to cover the sensitive topics seen in pediatric
emergency medicine. The educators sought a means by which to stimulate conversation
and willingness to broach sensitive topics, and found simulation as an ideal method for
practically addressing the delicate topic of a responding to child abuse and providing a
fail-safe environment (Wong, et al., 2017). Debriefing interviews and focus groups
allowed for the educators to thoroughly dissect and address student reactions as well as
capture rich qualitative data concerning the lived experiences of the participants (Wong,
et al., 2017). The researchers recommend a three-step system for establishing a
simulation-based study covering a sensitive topic or population. The steps include
determining the applicability, designing an appropriate simulation, and planning how the
data will be collected (Wong et al., 2017). The main concerns with applicability relate to
the need for an exploratory study and the effectiveness of the simulation to enrich the
data. Planning a simulation encounter involves identifying the key elements and
theoretical basis by which the learners can be primed as well as how to the simulation
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technology can best be used. Lastly, a “semi-structured interview guide” should be
established and provisions for the “psychological safety” of the participants should be
made when planning how data will be collected (Wong et al., 2017, p. 809).
Even when students are provided a thorough prebrief including clear directions
beforehand and recorded examples, simulation still can evoke a certain amount of anxiety
(Giles et al., 2014). When students are allowed to have a greater responsibility in the
planning and execution of a simulation experience, self-directed learning and motivation
can increase (MacKenzie & Collins, 2018). Student anxiety can become a barrier to
learning and maximizing the opportunities provided in a simulated environment
(MacKenzie & Collins, 2018). Perhaps with greater control or knowledge of the anxietyprovoking situations in a simulation encounter student anxiety could decrease and the
simulated learning encounters could be maximized.
Implement Current Best Practice Standards in Simulation Design. The
International Nursing Association for Clinical Simulation and Learning (INACSL) has
set forth standards for simulation design and practice in nursing education (INACSL,
2017). However, these guidelines serve as a model for other health professions who use
simulation. According to these standards the continuum for simulation runs from
formative evaluation, to summative evaluation, and finally to high stakes evaluation. No
doubt, there should be a sequential approach to use of simulation in education (INASCL,
2017). High stakes evaluation in nursing education involves a partial board exam
consisting of twelve, standardized patient scenarios in which the entry-level nurse is
expected to meet minimum competencies to become a registered healthcare provider.
High stakes could also involve passing a simulation encounter in order to maintain or
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keep a licensure by proving competency (INASCL, 2017). While OT uses clinical
scenarios on the national board exam for occupational therapists becoming registered in
the United States, simulation with standardized patients is not yet an aspect of board
practices. As OT begins to experience the fieldwork site shortages that nursing has
already encountered, it is hypothesized that therapy education and even registration
examination could see more and more use of simulation. When this becomes the case, it
can be important to emphasize the need for simulation to take place in a safe space for
both learning and testing.
Promote Psychological Safety in Simulations. Jenny Rudolph who works with
Harvard medical school and simulation center has published some work about the
psychological safety implications of simulation design and practice. Rudolph and
colleagues describe simulation as a safe container for learning (Rudolph et al., 2014). In
order to promote psychological safety Rudolph recommends for particular items be
established between the learner and the instructor of a simulation encounter. The four
preliminary requirements to promoting psychological safety and simulation include: clear
expectations, establishing a fiction contract, good attention to logistical detail, and a
declaration or commitment to the psychological safety of the learners. They explain that
the instructor must believe that every student comes forward in a simulation and counter
motivated to do well and is putting forth their best effort. Some instructors have a
tendency to come at simulation with a mindset that is more hostile towards students,
students’ efforts, and student motivations. Their recommendation is to give students the
benefit of the doubt as learners in a simulation encounter (Rudolph et al., 2014).
Everyone performs differently under pressure. Not everyone has the capacity to know
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how they will react or to gauge their emotional reactions to the pressures of the moment
and the unknown. It is imperative that once these items are in place to promote the wellbeing and psychological safety of the learner it is the role of the instructor to ensure that
what you do matches what you say you will do (Rudolph et al., 2014). The educator does
not assume the role of intimidator or one who is there to humiliate the students rather to
facilitate learning, well-being, and psychological safety. Similarly, feedback should
always be provided in such a manner that it is useful to the learner. Feedback should
relate directly to the objectives of the simulation and students should not feel shamed
humiliated or belittled (Rudolph et al., 2014). In my experience as an educator, students
put enough pressure on themselves. When an educator comes in and confirms all of the
self-doubts that they are already having, it can result in negative self-reactive
mechanisms and diminished self-efficacy. Because educator’s words can have such a
tremendous influence on students, it is important to remember to praise and encourage
students in such a manner that celebrates hard work and effort. This next section will
explore how to do just that through the lens of Carol Dweck’s theories of mindset and
persistence (2016).
Foster a Growth Mindset through Instructor Feedback. Carol Dweck’s work
surrounds the view of self and how learning, accomplishment, and further development is
viewed and attained (2016). Three main concepts that are derived from Dweck’s work
include incremental mindset, entity mindset, and persistence tendencies (2016).
Incremental mindset. A growth mindset, synonymous with incremental theory, is
one that believes that people, including self, have the capacity to change with effort. With
a growth mindset, an individual may view his shortcomings and believe that with the

57

right supports and effort, improvements can be made. Behaviors especially related to goal
achievement are especially related to mindset. A pupil with a growth mindset may be
more willing to embrace challenge and deal constructively with shortcomings in
performance (Dweck, 2016).
Entity Mindset. A fixed mindset, synonymous with entity theory, is one that
believes that people, including self, are what they are. They have no way of improving or
going beyond what they have been given as far as intellect, giftedness, or predisposition.
Change is minimal, and never absolute. In other words, control over one’s achievement,
learning, and intellect is vastly limited; effort cannot be mustered to bring about greater
success. An individual with a fixed mindset is less likely to take risks than one with a
growth mindset. Response to failure is more of a verdict than an invitation to try again
and learn from the experience. Both theories of mindset have significant implications for
motivation, learning, and failure (Dweck, 2016).
Persistence. Dweck’s work demonstrated that errorless learning is not beneficial
for developing persistence in the midst of challenge (Dweck, 2016). In fact, providing an
adequate amount of failure experiences, versus repeated mastery experiences, aids an
individual in increasing his or her determination while simultaneously allowing for a
vivid awareness of his or her current capacity. Whereas a fixed mindset may keep the
failing individual in this pattern, a growth mindset may help the individual see the area
for opportunity and rise to the challenge – difficult as it may be. In essence, there are
benefits to imperfection and practice does not always have to be perfect according to
Dweck (2016).
Applying the growth mindset principles to feedback. A recent trend in response
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to Dweck’s work has resulted in an emphasis in praising hard work or effort in the midst
of struggle. Praising persistence is equally as critical. Having a learner who is risk averse
and not motivated to reach for the next level is not the goal of education. By fostering a
growth mindset and praising the processes of failing forward and working hard until the
next level is attained, educators may see positive effects surrounding students’ selfdevelopment and view of learning and achievement. Dweck (2016) believes by students’
shaping beliefs, change in behavior can be expected – especially in regard to mindset
towards abilities (Ambrose & Lovett, 2014). Like Dweck, I believe that changing the
thinking patterns could influence student abilities and mindsets – especially in regard to
simulation.
The Goal: Relieving Counterproductive Simulation Anxiety
My desire as the researcher is to not only identify the sources of simulation
anxiety in the OT students at UTHSC, but also to be able to gain insight so as to
understand how simulation anxiety could be addressed effectively. According to
seasoned psychotherapist, Susan Heitler (2016), relief from anxiety begins by taking
written inventory of one’s specific worries. Often there is not just one item, but many
factors that may be causing discomfort and the warning signals to go off. Paying attention
to the threats, and the message should be quieted and adequately assessed (Heitler, 2016).
After listing out specific concerns or worries, fact-finding or information-seeking
is the next step to anxiety relief (Heitler, 2016). This is where a pre-brief and adequate
preparation for simulation can be critical for relieving student anxiety. Unknowns about
the environment set up, how to work the equipment, the specific expectations, can all
overwhelm the student anticipating a simulation encounter. In addition, relieving student
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anxiety could also involve ensuring that the design of the simulation, such as the
complexity of the dilemma and the demands of the scenario, match the capability of the
learner to achieve a well-fitting, but suitable challenge.
Yockey and Henry (2019) make several suggestions to alleviate simulation
anxiety in learners based on the literature. Most of the recommendations surround
designing a well-fit simulation experience, providing adequate preparation, fostering a
safe, supportive learning environment, and prioritizing learner-centered feedback
(Yockey & Henry, 2019). This study will give voice to the student fears, stressors, and
anxieties associated with a simulation encounter. When fears are heard and explored, the
first step to relief can be achieved.
Linking the Theory and Literature to the Study Design
The final section of this chapter will summarize how these topics were drawn
together to inform the research. Simulation in occupational therapy education is not as
well established in the literature or in practice as it is in other healthcare education fields
such as nursing and medicine (Bethea et al., 2014). I am interested in exploring the lived
experiences of anxiety encountered by OT students surrounding a simulation encounter.
A framework of social cognitive theory constructs will not only assist in designing an
exploratory qualitative study, but also pave a trajectory for future educational research
addressing simulation anxiety. By using the lens of pragmatism, the proposed study is
meant to not only explore the types and sources of anxiety encountered by OT students,
but also provide a means of finding and proposing solutions. While a certain amount of
stress is indicated for meaningful learning to occur Yerkes & Dodson, 1908), there may
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be ways to prevent or preempt counterproductive simulation anxiety in occupational
therapy education.
Self-efficacy, appropriate goals, and timely feedback are three influences of selfreactive mechanisms that can influence student anxiety, motivation, and effort (Hart &
Mueller, 2014). Student anxiety is a complex, multi-dimensional phenomenon, which can
be viewed through a variety of lenses (Macauley et al., 2018). I will explore occupational
therapy students’ experiences of simulation anxiety through the social cognitive
theoretical constructs of self-reactive influences. The OT students, the academic context,
and the activity demands will all be considered alongside self-reactive mechanisms when
drawing conclusions. For example, if diminished self-efficacy is found to be primary
influence of simulation anxiety, the environmental context of being on a health-science
campus among high achieving students will also be reflected. In this way, a pragmatic
and holistic approach towards addressing simulation anxiety can begin.
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Chapter III: Methodology and Methods
Introduction
The purpose of this pragmatic, single-site, multiple case study was to explore the
lived experiences of OT students at UTHSC through the lens of self-reactive
mechanisms. As noted in the previous chapter, simulation anxiety is a phenomenon
throughout the current healthcare education literature (Giles et al., 2014; Nielsen &
Harder, 2013; MacKenzie & Collins, 2018; Shearer, 2016; Yockey & Henry, 2019).
While nursing literature has established common sources of simulation anxiety (Nielsen
& Harder, 2013; Shearer, 2016), the sources of simulation anxiety experienced in OT
education are anticipated to be different. The goal of this research is to discover the
productive and counterproductive responses of the participants as influenced by reported
sources of simulation anxiety and self-reactive mechanisms. Participant viewpoints were
considered for drawing conclusions regarding the influence of self-reactive mechanisms,
which include self-efficacy, feedback, and challenge (Bandura & Cervone, 1983; Hart &
Mueller, 2014). Proposed solutions or practical applications were derived from the areas
that an OT educator could change: the preparation and development of the OT students,
the types and timing of feedback, the challenge of the simulation objectives or design,
and other relevant areas revealed in the data. This chapter will cover the methodology,
procedures, methods, site selection, participants, timetable, analysis, and representation
used to draw conclusions.
Review of Research Questions
The following research questions emphasize the purposes of a pragmatic study on
simulation anxiety influenced by social cognitive constructs of self-reactive influences.
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1. What are the sources of simulation anxiety in MOT students at UTHSC?
2. How do self-reactive mechanisms influence simulation anxiety among MOT
students at UTHSC?
3. What types of responses result from simulation anxiety in the MOT students at
UTHSC?
a. In what ways is simulation anxiety experienced as a productive response?
b. In what ways is simulation anxiety experienced as a counterproductive
response?
Subjectivity Statement
I entered into this exploratory work as a student and an educator interested in
research involving simulation anxiety in OT students at UTHSC in Memphis, Tennessee.
I was in pursuit of a Doctor of Philosophy in Educational Psychology from the University
of Memphis while teaching as a faculty member within the Department of Occupational
Therapy at UTHSC. I had finished the required preliminary coursework within the
Educational Psychology and Research (EDPR) program at the University of Memphis
wherein my coursework covered learning theories, qualitative research in education, and
lifespan development. As one of the primary users and developers of simulation
encounters within my department at UTHSC, I was particularly interested in researching
effective learning outcomes through simulation in occupational therapy education. This
study was conducted under the supervision two Associate Professors within EDPR at the
University of Memphis: Dr. Denise Winsor and Dr. Alison Happel-Parkins. Additionally,
I hold a Master’s degree in Occupational Therapy from UTHSC where I taught. My
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background within the field of occupational therapy and at my teaching institution
provided me a unique perspective as former student and invested instructor.
I found myself represented in this work as one who identifies with the majority of
those in my field of occupational therapy as a white, non-Hispanic, female. What initially
drew my attention to OT student anxiety were my own experiences of unprecedented
high anxiety that occurred during my MOT program. For me, this work derived its
meaning in promoting the wellbeing of healthcare students, while simultaneously
maximizing learning outcomes – especially in regard to simulation experiences.
Methodology
This qualitative research centers on a single site, multiple case study design. Case
studies are a common methodology, especially in educational research that pertains to
understanding problems or phenomena related to student learning and outcomes
(Merriam, 1998; Merriam, 1988). A case is typically selected based on a topic or
phenomenon of interest that warrants in-depth study (Creswell, 2013). Due to the need
for contextually dependent, authentic, and contemporary data, a bounded system, case
study method is appropriate for pragmatic research (Creswell, 2013; Stake, 1995). A
bounded system translates to one point in time -- typically in regard to a specific instance,
place, or situation (Creswell, 2013; Creswell, 2009; Stake, 1995). The case identified for
the study consists of a small group of occupational therapy students within the MOT
program at UTHSC in Memphis, Tennessee. The place, specifically identified, was the
Center for Healthcare Improvement and Patient Simulation (CHIPS) at UTHSC. The
intent of the study is to investigate a perceived issue: simulation anxiety among MOT
students.
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There are three key methodologists who have greatly contributed to the body of
knowledge concerning how case study research can be conducted: Yin, Stake, and
Merriam (Creswell, 2013; Yazan, 2015). Yin comes from a positivist approach and
maintains that both qualitative and quantitative data are relevant in case study
methodology (Yin, 2014). Stake’s viewpoints arise from constructivism and
existentialism; he views case study as an unfolding, open-ended exploration of a
phenomenon, which is constructed by the participants being studied, the researcher, and
the consumer of the research (Stake, 1995; Yazan, 2015). Stake maintains that data
collection has no certain starting point, and the process will evolve as the researcher has
the freedom to make decisions as the case progresses (Stake, 1995). Merriam also stems
from constructivism but believes in approaching data collection for case study with
intentionality and an established plan (Merriam, 1988). Purposive sampling prior to
beginning data collection is recommended by Merriam (Brown, 2008; Merriam, 1998;
Yazan, 2015). Because a specific issue with clear boundaries and a purposive sample can
be identified, the case study methodology for this study aligns with Merriam’s
perceptions of case study research (Brown, 2008; Merriam, 1998; Merriam, 1988; Yazan,
2015). While there are some aspects of the single site, multiple case study that align with
Stake’s evolving approach to data collection and study design, Merriam’s outline of
focused, methodical, and enlightening case study research pairs well with the intended
pragmatic approach of the proposed study (Merriam, 1998; Yazan, 2015). Consistent
with the demands of a pragmatic study, case study requires multiple forms of data in
order to gain a deeper understanding of the on-goings of the case (Creswell, 2013).
Similarly, Merriam recommends case study that makes use of interviews, observations,
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and document analysis in order to provide depth and richness to the data collected
(Merriam, 1988; Yazan, 2015).
A collective or multiple case study (Creswell, 2013) is proposed so as to capture
the experiences of several students and provide a wider range of understanding
surrounding the case. While many MOT students have identified simulation anxiety as an
issue to their performance (Booker, 2018), this is not necessarily the experience of all
students. Therefore, purposive sampling (Creswell, 2013; Yazan, 2015) was used to
identify select cases in which students identify as having heightened simulation anxiety.
The research questions are addressed more thoroughly in the multiple case study format,
as opposed to a single case-study methodology, by providing multiple viewpoints by
which simulation anxiety is experienced in MOT students at UTHSC. The single-site,
multiple case study also allowed me to limit the cases to only relevant concepts that relate
directly to the intended scope of this research.
Procedures
The following includes the procedures of the study. In early January, Internal
Review Board (IRB) approval was first obtained at UTHSC, the data collection site. IRB
approval at the University of Memphis, the institution of my doctoral education was
obtained on January 14, 2020. Second-year OT students from UTHSC were recruited on
January 17, 2020 during an annually scheduled class meeting session not connected to a
specific course in which programmatic announcements are typically made. At the time of
recruitment, I was serving as a current faculty member and teacher of the students being
recruited for the study. Students were informed that participation in the study was
optional and could be applied towards professional development hours. Twenty-four of
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thirty-eight present students volunteered to participate in the study by signing the consent
form (see Appendix A) and filling out the initial intake form (see Appendix B). On the
intake form, students answered basic demographic questions, and they also ranked their
experience of simulation anxiety on a five-point Likert scale. Since more than six
students were willing to participate in the study, I used purposive sampling (Creswell,
2013) to select students who reported the highest levels of simulation anxiety based on
the Likert-style scale. The following details my participant selection process.
I organized students into categories by reported level of simulation anxiety. Of
the 24 participants, eight reported having “very high” simulation anxiety, 13 reported
having “quite a bit” of simulation anxiety, two reported “somewhat” experiencing
simulation anxiety, and one reported not having any simulation anxiety. I sorted through
the highest simulation anxiety scores first in accordance with the inclusion criteria to
identify participants who qualified for the study. All participants met the inclusion
criteria of being a part of the MOT program, signing the consent form, completing the
initial intake form, and identifying as female. Three of the eight students with the highest
simulation anxiety scores were excluded from the study based on the set exclusion
criteria. One had previous experience with medical simulations outside of the MOT
program at UTHSC. Two participants were excluded because I had graded them in a
previous simulation encounter. None of the participants identified as male. Based on the
inclusion and exclusion criteria, five participants were identified to participate in the
study.
All consent forms and initial intake forms were placed in a locked cabinet in my
office. On January 21, 2020, I reached out to each subject individually by email to offer a
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couple of dates and times to meet for an initial interview. I proposed multiple dates and
times between Friday, January 24, 2020 and Tuesday, February 4, 2020 for the initial
interviews to take place. All the participants responded with proposed dates within 24
hours.
After the five students were selected for the single site, multiple case study, I
conducted initial, semi-structured interviews with each participant between January 24,
2020 and February 4, 2020. The interviews took place in a private room in the CHIPS
building in order to provide some contextual reminders of the emotions and reactions
surrounding previous simulation encounters. The guide for these initial interviews is
featured in Appendix C. The interviews were audio-recorded. I also made use of field
notes to record observations of the emotive and contextual qualities not captured in the
audio-recordings. Before leaving the first interview, each participant was given the
opportunity to opt out of participating in the second part of the data collection process.
However, each student selected to continue, and set a date and time for a second session
upon completing the first interview.
I transcribed each interview and summarized initial findings at the end of each
transcription for ease of member checking (See Appendices D, E, F, G, & H).
Participants were each provided their transcription of the interview and initial findings for
member checking prior to the second data collection encounter: the simulation review.
Minor revisions were made to the transcriptions and initial findings statements upon
member checking. For example, one of the five participants asked to omit two words in
their transcription. This change was made. At the end of each of the transcriptions (See
Appendices D, E, F, G, & H) a list of initial findings was provided to the participants. No
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changes were recommended to these sections, but in two cases, participants suggested an
additional phrase to include for clarity. These were added, and are featured in the final,
approved form in the provided transcripts. This member checking took place before
formally beginning the second session, the simulation review, with each of the
participants.
The simulation review sessions also took place within the CHIPS building. This
was for two reasons: first, to evoke similar memories of previous simulation encounters,
second, to be near to the technical support of the staff within the simulation center. After
reviewing the previous session’s transcription and initial findings with the participant, I
explained that we would be reviewing a previously video-recorded simulation encounter
that she found to be especially anxiety provoking (see Appendix I). Before viewing the
video-recorded simulation encounter of the student’s choice, I asked a series of reflective
questions to capture the student’s recollection of the experience (see Appendix J). The
students’ responses to the reflective questions and their comments during the review of
the video-recorded simulation encounter were audio-recorded. Technical support from
the simulation staff was required for all five of the simulation review sessions for gaining
access to archived simulation recordings. However, each student was able to view a
previous encounter during the scheduled timeframe.
Following the review of the video-recorded simulation, I asked a series of follow
up reflective questions to capture the student’s conclusions regarding the simulation
encounter and their anxiety level as it relates to the aims of the study (see Appendix K).
During the student interaction involving both the reflection questions and review of the
video-recorded simulation encounter, I took field notes (see Appendix L) to capture the
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student’s responses and non-verbal reactions to his or her lived experiences. Data
analysis began upon transcribing the first interviews and continued thereafter. Further
explanations of data analysis and representation are covered at the end of this chapter.
Methods
This next section will cover the specific methods that were used in the single-site,
multiple case study. According to current qualitative research practices, a pragmatic
study may consist of many forms of data collection when seeking resolution to the
question at hand (Creswell, 2013). There is emphasis on finding “what works” (Creswell,
2013, p. 28). A certain amount of freedom is assumed by the researcher in ability to
choose the method, structure, and proceedings of pragmatic research so that the study
design can match the intended purpose. The data is contextually dependent and is
influenced by the social, political, and environmental contexts in which it is derived
(Creswell, 2013). Therefore, the timing and place of data collection bear a similar,
contextual significance. This single-site, multiple case study consisted of the following
data collection methods: interviews, reviews of video-recordings and participant
observations. Students participated in individual, face-to-face semi-structured interviews
centered on their experiences of simulation anxiety and self-reactive influences.
Following the semi-structured interview, the student was invited to choose a video
recording of a simulation encounter held within the first year of the OT program that
particularly caused them anxiety. In a second data collection session, the student
reviewed the previous simulation encounter with me by reflecting on a identifying
relevant points of interest. I made observations during the interview and simulation that
allowed for inquiry regarding the students’ perspective and experiences. The next section
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examines the specific methods I used to collect data for the single-site, multiple case
study.
Setting
As previously mentioned, the site of data collection was UTHSC in Memphis,
Tennessee. Specifically, interviews took place in reserved, private rooms within CHIPS,
the simulation center at UTHSC. This site was specifically selected because it is the place
where all of the student simulation encounters take place. By conducting interviews and
video recording reviews at UTHSC, students had the contextual cues to recall their
previous simulation encounters. Assistance for accessing the video recordings and online
management systems where they are stored were also aptly available in the selected
setting.
Participants
As mentioned previously, five second-year MOT students from UTHSC were
recruited to take part in this single-site, multiple case study. Students willingly
volunteered to be a part of the study and were provided an informed consent form (see
Appendix A) to sign along with an initial intake form (see Appendix B). Since Creswell
(2013) recommends having between four to six cases in a multiple case study, five total
cases were selected for the purposes of this research. As stated earlier, each participant
selected a pseudonym to ensure her privacy throughout the processes of data collection,
analysis, and dissemination.
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Timetable
After IRB approval was received from both UTHSC and the University of
Memphis in less than one months’ time. Participant recruitment ensued less than one
week later. Data collection took place between January 23, 2020 and February 19, 2020.
This included initial interviews and simulation reviews over the course of a one month
timeframe. Data analysis began upon transcribing, however continued through the
beginning of April 2020.
Data Collection Methods
The next section will explore the methods by which the data was collected. Each
section will include justification for the use of the method, and an explanation as to how
that method was incorporated within the data collection processes. Interviews (see
Appendix C), retrospective reviews of video-recorded simulations (See Appendices I, J,
& K), and field notes (see Appendix L) were used for gathering data in the multiple cases
of this study.
Interview
Interviewing is a commonly used method employed when seeking to understand
perspectives, interactions, and behaviors of humans (Denzin & Lincoln, 1994).
Interviews can be held individually or in groups, and are most often face-to-face (Denzin
& Lincoln, 1994). However, interviews can also take place virtually through online
venues or through email (Creswell, 2009). In the current literature, interviews are being
used to evaluate student perspectives of simulation encounters (Ntlokonkulu et al., 2018;
Wong et al., 2017). Semi-structured interviews allow for flexibility on the part of the
interviewer to not only get prepared questions answered, but also allow for the
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interviewee’s answers to guide the course of the conversation (Ntlokonkulu et al., 2018).
In a recent simulation-based study, the interviews varied in time from a few minutes to
over an hour; some post-simulation interviews were conducted up to one month
following the simulation encounter (Ntlokonkulu et al., 2018). Wong et al. (2017) argue
that interviews provide more detailed and descriptive data, however the data synthesis
and analysis can be more demanding with interviews compared to other
methods. Interviewing, especially in a traditional format, is a highly Westernized
qualitative research practice (Green & Thorogood, 2009). This aligns with the pragmatic
study design, which is also influenced by Western values of individualism and personal
meaning-making (Biesta & Burbules, 2003). Fittingly, case studies are best carried out
with multiple data collection methods (Creswell, 2013). In order to propose solutions in a
pragmatic study, it was integral to understand the perspectives of the participants and
their experiences of the “problem.” Only direct questioning could allow me to capture
data concerning the students’ current physical and emotional state as well as mental
processes regarding the simulation encounter.
Semi-Structured Individual Interview. The interview consisted of questions to
gain a broad understanding of the student’s viewpoint regarding the aims of the study
(see Appendix C). This interview covered the student’s recollection of sources of anxiety
surrounding simulation encounters, her overall response to the use of simulation in the
MOT program, and discussing the influence of each of the self-reactive mechanisms. The
interviews were conducted face-to-face in order to attain a greater understanding of nonverbal communication and capture any signs or signals of emotive affects. These
interviews took place in a private room within the familiar CHIPS building on campus at
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UTHSC. The interviews were audio-recorded to allow for transcription and ease of data
analysis.
Retrospective Review of Video Recordings
One way to make repeated and in-depth observations of simulation encounters is
through a retrospective audit. Data gathering occurs after the simulation encounter and
involves reviewing recordings and other artifacts such as student notes, written
reflections, educator’s grading forms, and environments (Escher et al., 2017; Nystrom et
al., 2016). In this manner, multiple instances of coding can easily occur, and observations
can be made repeatedly for video-recorded encounters, field notes, and transcribed
interviews (Escher et al., 2017).
Review of a Video-Recorded Simulation. A second session involved selecting a
previously recorded simulation encounter to review (see Appendix I). Similarly to the
interview, this portion was conducted one-on-one in a private room with the researcher
and the participant. This portion of the data collection also transpired in the CHIPS
building at UTHSC that included large screens to review previously recorded simulation
encounters. It was important to collect data at this location because the staff of the
simulation center assisted with the setup and access to previously recorded, archived
simulation encounters.
The student and I watched her video-recorded encounter on a large screen. The
students had the ability to pause the video, rewind, or re-watch as she explained what was
going through her mind throughout the encounter. As noted in the script (see Appendix
I), I encouraged the participant to speak freely as she watched the video recorded
simulation encounter and reacted to it. I directly asked the participant to describe how her
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anxiety impacted their interactions during the simulation encounter. How the students
felt regarding the challenge of the simulation, the level of preparedness experienced, and
the anticipated difficulties based on past experiences informed the connection between
self-effective mechanisms and simulation anxiety.
Pre-Simulation Reflection. Before watching the video-recorded simulation
encounter, the students were asked a series of reflection questions. Field notes and audiorecordings were used to capture observations and student responses to the reflection
questions. Reflective questions prior to the review of video recording captured how the
students were prepared and their perceptions going into the simulation experience (see
Appendix E). The reason for the pre-simulation reflection questions was to capture what
stands out the most to the students in their perception of the simulation encounters prior
to viewing how they objectively transpired. These few, semi-structured questions took
place over the course of five to ten minutes prior to reviewing the video recording.
Post-Simulation Reflection. After the review of the video recorded simulation
encounter, each participant was asked a different series of reflection questions. Postreview reflection questions focused on feedback and reactions following the simulation
encounter (see Appendix K). These questions were different but aligned with the presimulation reflection questions. The post-simulation reflection questions address selfreactive mechanisms and simulation anxiety constructs of the study. Further questions
were posed during the post-reflection time based on participant observations either during
the initial interview or during the review of the video recorded simulation encounter. For
example, if a student was noted to take a long pause during the video-recorded patient
interaction, I asked, “What were you thinking about when there was a lull in the
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conversation?” As with the semi-structured interviews, probing questions for more
information were used during or following the review of the video recorded simulation
encounter. Participant responses, observations, connections, and the contextual data were
recorded in my field notes (See Appendix L).
Field Notes
Field notes are described as “the researcher’s written documentation of participant
observation” (Saldaña, 2016, p. 45). These field notes may reflect student reactions,
comments, body position changes, non-verbal interactions, and other contextual data. A
common setback to using interviews alone is that it limits the researcher to “what people
say versus what people do” (Green & Thorogood, 2009, p. 120). However, by using this
type of observational method, students can be questioned concerning behaviors observed
during the review of the video-recorded simulation encounter. While interview data is
subjective to the interviewee, this study focuses on how perceptions shape behavior
(Bandura & Cervone, 1983; Hart & Mueller, 2014). Therefore, using field notes during
the students’ interviews and reviews of video-recorded encounters as a means of
gathering additional information was used to engage in follow-up inquiry regarding the
simulation experience, self-reactive mechanisms, and simulation anxiety.
Capturing the respondents’ reactions and facial expressions during the face-to-face
interview and video-recorded simulation encounter allowed me to have a greater
understanding of the transcribed text during data analysis (Ntlokonkulu et al., 2018).
Observations in the form of field notes were used to gather data specific to observable
behaviors; they also supplemented the other methods to allow for gathering the
participants’ interpretations of the lived experiences (Green & Thorogood, 2009).
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Field Notes During the Simulation Review. As I observed the student’s videorecorded encounter with them and heard their reactions to it, I made field notes of their
body language, emotive expression, and non-verbal interactions so as to provide
information that words alone cannot provide. Video-recordings of the students’
simulation encounters allowed me to compare the students’ performance behaviors with
the data collected from the student interviews. Observations during interviews and the
video recordings proved useful for understanding the emotive qualities of communication
that written reflection could not allow. Through recorded observations both during the
interview and during the video-recorded simulation encounters I was able to see how
anticipated challenges or reported strengths related to the students’ performances. If a
student shared that she felt anxious because of difficulty with establishing rapport, the
video provided useful information for seeing how that perception was manifested in the
student’s interaction with the standardized patient.
Trustworthiness and Quality
My goal as the researcher is to produce a trustworthy, quality study. Transparency
in rationale and the procedures of the study allows for its replication and reliability
(Cypress, 2017). Member checking was used to ensure the authenticity of the lived
experiences of the participants (Saldaña, 2016). In a follow-up email after the face-toface interview and review of the recorded simulation encounter, I provided the interview
transcriptions for each of the respective participants (See Appendices D, E, F, G, & H). I
invited each to check the data for accuracy. Interviews, observations, field notes, and
video-recordings were used to triangulate the data. Because these cases are limited to a
single site, transferability of the sources, types, and perspectives of simulation anxiety
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among the MOT students was limited. However, the findings serve as a guide for
possible problems and solutions to simulation anxiety in OT education. Some
transferability is expected due to the similar nature and demands among graduate-level
OT schools (Harvison, 2018). In order to promote the validity of the study, I used two
methods of analysis to review the data.
Ethical Considerations
Because students within a graduate health science fields are already at risk for
heightened anxiety and performance pressure (Macauley et al., 2018), I elected to not
collect data around a real-time simulation encounter. Students participated on a voluntary
basis and had the option to opt out of participation in the research study at any time for
any reason. Video recordings of simulation encounters included previously recorded
encounters, so that no additional performance pressure was placed on the study
participants.
While there was some concern surrounding the power dynamics that are naturally
present between an instructor and students, I made efforts to minimize the interference by
promoting student choice. Students were provided the option to set dates and times of
meeting. Students were provided at least two instances of opting out with a reminder that
participation in the study was not required nor expected. Students whom I had graded on
previous simulation encounters were excluded from the study so as to not interfere with
the objectivity of the data collection and sharing.
As is customary in the OT department at UTHSC, students did not receive course
credit for participating in the study but were able to count the time they spent as a
participant towards their professional development hours. Professional development
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hours may be earned in a number of ways, and students have many outlets outside of
research participation to earn these credits so as to not feel obligated to one specific
channel. At the time of the study, MOT students at UTHSC were expected to log 20
professional development hours during their second year in the program.
Proper procedures were followed to ensure the safety and well-being of the
participants. Data collection took place after approval from the IRB at UTHSC as well as
approval from the IRB at the University of Memphis. Informed consent was collected
prior to student interviews and reviews of simulation recordings. A full description of the
study and data collection methods and procedures was disclosed within the informed
consent letter (see Appendix A), which each participant signed before beginning the
initial intake form (see Appendix B). Information regarding the free, student mental
health services on campus at UTHSC were also outlined in the informed consent. This
allowed participants who may have recognized anxiety or other personal factors as
problematic to seek immediate assistance if they so desired. To my knowledge, this did
not occur, however seeking those resources is a confidential student support service at
UTHSC.
In order to protect the identities of the students, each participant was asked to
provide a preferred pseudonym to be used in conjunction with their case. In this manner,
participant privacy and autonomy is promoted in the study’s findings. Dissemination of
the data allows for greater understanding of the OT students’ experiences while also
maintaining their confidentiality.
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Analysis and Interpretation
In qualitative research, the data often guides the researcher into fitting modes of
analysis (Creswell, 2013; Saldaña, 2016). Without predetermined methods of analysis,
the organic unfolding of observations reveals new problems, questions, or themes that
were not originally anticipated (Denzin & Lincoln, 1994). As recommended by Merriam
(1988), this multiple case study was proposed with an organized plan for how the data
would be analyzed. However, in line with Stake’s recommendations for case study
research, the analysis and direction of the research can ultimately rely on the data
collected and the organic, dynamic nature of the qualitative approach (Stake, 1995;
Yazan, 2015). Once the data collection was completed and reflected upon, I made
decisions regarding the direction of the data analysis.
The following section will explore the analysis approach that I am used in the
study. The data consisted of transcribed interviews, field notes (i.e. pre and post
simulation observations and reflections), and video recordings. These data sources were
triangulated during first cycle coding. I used a deductive analysis for this single-site,
multiple case study involving content analysis (Merriam, 1988) and cross-case analysis
(Merriam, 1998) focusing specifically on the students’ experiences of simulation anxiety
and self-reactive mechanisms. I used the research questions as a guide to structure my
approach to data analysis. I performed four types of first cycle coding before moving
onto second cycle, pattern coding as recommended by Saldaña (2016). Emotion coding,
in-vivo coding, and structural coding were used in that order and lastly combined for
eclectic coding in my first coding cycle. First cycle codes were grouped based on
similarity to create pattern codes in the second coding cycle. I grouped similar or
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correspondingly similar pattern codes to form categories. The categories were then
translated into phrases or words as the meanings of the data were connected; these words
and phrases became the emergent themes (Saldaña, 2016) that were used to answer the
research questions. See Figure 1 for a visual schematic of the processes of data analysis.
Figure 1
Processes of Data Analysis

Figure 1: Processes of Data Analysis
Each case was examined as a bounded unit, and then all the cases were combined
to view commonalities across cases. Therefore, cross-case analysis began after second
cycle coding (Saldaña, 2016). All five cases of the multiple case study (Creswell, 2013)
were considered when drawing conclusions and recommending possible, overarching
solutions in regard to simulation anxiety among the MOT students at UTHSC. Study
themes were drawn directly from case themes. All of the case themes from each of the
five cases were listed out in relation to the research questions from which they were
derived. Across case themes were selected when arriving at conclusions for this single-
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site multiple case study. These conclusive themes were related in nature or applicable to
all the representative cases that were considered in this study.
Analytical Memos
Tracking the deductions and connections among the data throughout the course of
the data analysis was essential for ensuring the trustworthiness of the study. I used
analytic memos either in the form of a digital notepad, using excel spreadsheets when
deducing codes to themes, then categories, and eventual thematic representations of the
data. These memos differ from the field notes used in data collection because they
involve my interpretations and reflections on the data as it was analyzed (Saldaña, 2016).
In this manner continual meaning and connection making can took place without a set
schedule of writing and analysis. The next sections will explore the methods of analysis
employed in this study.
Content Analysis
A primary method identified for analyzing transcribed data includes: “reading and
re-reading, initial noting, developing emergent themes, searching for connections across
emergent themes, moving to the next case, and looking for patterns across cases”
(Ntlokonkulu et al., 2018, p. 4). Reviewing the data for key terms, phrases, occurrences,
and themes assisted me in the initial phases of analysis. A structured approach to
reviewing simulation recordings for themes was described by Escher (2017) in a recent
simulation study. The multi-site simulation study conducted in Sweden sought to explain
how extra scenario information is disseminated, what mechanisms trigger simulation
facilitators to provide extra information, and the observable learner responses (Escher,
2017). The qualitative study involved reviewing recorded simulation sessions in which
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the facilitators were actively instructing during team-based emergency training
simulation sessions. The researchers took field notes while watching the video-recordings
of simulation encounters. The researchers’ field notes and transcriptions were compared
to check for consistencies and inconsistencies with initial findings and then later aid in
further content analysis (Escher, 2017). These processes were also utilized in the same
fashion during my content analysis between the first interviews and the simulation review
sessions among the participants.
Cross-Case Analysis
Relational analysis was also used to make connections between themes and key
concepts derived from the content analysis. Nystrom et al. (2017) conducted a qualitative
study used a retrospective approach to understand the learning dynamics of student
observers during simulation. While observation is often used as a learning method during
simulation experiences, the experience of the learner may be different than that of the
engaged, active learner in the simulation (Nystrom et al., 2017). The researchers viewed
recordings of observing students during simulation encounters in which their peers were
the active learners. Recordings took place at the three different locations of this multi-site
study, and observer learning was facilitated differently between the three sites. The
recorded material from each of the sites was reviewed and observations were compared
based on learner engagement, attention, and interaction (Nystrom et al., 2017). The
specific aims of this study encompass capturing the students’ perspectives, understanding
affective responses, and exploring self-reactive mechanisms. Therefore, the coding and
thematic categories were specifically guided by a structured approach (Saldaña, 2016)
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informed by the research objectives. Each of the research questions served as categorical
headings and provided the structure for arriving at emergent themes.
Coding
Multiple ways of coding have been established in qualitative studies on
simulation. As the researcher, I selected the methods that best fit as I explored Saldaña’s
(2016) coding methods and I also consulted other researchers as well as faculty mentors
while making sense of the data. The following section is intended to not only describe the
processes of my analysis, but also clarify how the coding cycles resulted in the final
themes and connections.
Structural Coding. Structural coding involves using established norms when
coding specifically for perspectives held by the study participants (Bogdan & Biklen,
2003; Saldaña, 2016). Codes can be framed in such a manner that reflects the general
reaction to the phenomenon being examined (Bogdan & Biklen, 2003). This study
involved a start list of codes specific to the sources of simulation anxiety found in
previous literature as well as the structure of the three aspects of self-reactive
mechanisms: challenge, feedback, and self-efficacy. In this manner different sources of
anxiety established in the literature were acknowledged; self-reactive mechanisms were
also explored through the start list coding structure.
Contextual factors are also relevant to a priori coding structures. Part of the
study’s design and analysis involved understanding the cultural factors and norms
relevant to the participants in the study; this aligns well with the concepts of pragmatism
and social cognitive theory - both of which emphasize specificity of contextual influences
(Creswell, 2013).
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Eclectic Coding. When two or more types of first round coding methods are
combined, this is described as eclectic coding (Saldaña, 2016). Eclectic coding was
useful especially as thematic analysis occurred surrounding the third research question
regarding students’ productive and counterproductive responses. Aspects of emotion
coding, in-vivo coding, and structure coding assisted with arriving at conclusive
categories and eventual themes. The most fitting first cycle coding mechanisms that I
found relevant in this study included: structural coding, emotion or affective coding, and
in-vivo coding. Affective methods of coding involve reviewing the data for the emotional
essence of the message (Saldaña, 2016). This highly informed the study’s focus on the
lived experiences of anxiety (Saldaña, 2016). In-vivo coding mechanisms involve
drawing out direct phrases from the data. In-vivo coding was helpful to review the key
phrases especially as they related to other cases in the data set (Saldaña, 2016). When
coding in this manner, common phrases were often used to gain the general perceptions
of the participants (Bogdan & Biklen, 2003).
Second Cycle Coding and Beyond. While axial coding has been used in
previous qualitative research focusing on educational simulation themes (Gordon et al.,
2017), I found pattern coding to be the most natural way of arriving at categories and
emergent themes in the individual cases, and then across cases as well. While axial
coding or reorganization of the data until categories arose (Saldaña, 2016) could have
been helpful, I let the data inform my next steps in analysis. In this manner, as I saw
consistent patterns of anxiety sequences unveiled across cases, I deemed pattern coding
as the most relevant method of second cycle coding (Saldaña, 2016). In this sense, the
data drove the direction of the study’s conclusions and next steps.
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Representation
Because the affect codes varied greatly between participants, but assisted with
understanding the overall experience of each of the cases, I found the incorporation of
word clouds as warranted in the data representation. Each case features an individual
word cloud, which is a visual schematic (Saldaña, 2016; Verdinelli & Scagnoli, 2013) of
the emotions experienced by the participant surrounding simulation encounters. The final
word cloud presented represents all of the emotions experienced in the combined multiple
case study. Without the word clouds, the gist of emotive reactions to the simulation
experiences may be lost or overlooked.
In addition to word clouds, I employed themes in the form of words and phrases
as representations of the conclusions to the study’s research questions. Because
relationships and interactions are difficult to describe, thematic representations were
found to be beneficial for communicating the results of the study. Therefore, the primary
representation of the findings is presented in themes in the next chapter.
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Chapter IV: Data Representation and Interpretation
Introduction
This chapter includes the visual schematics of the emotional reactions featured in
each of the cases, the thematic findings of the data, a description of how the themes
emerged, and the analysis of the findings. Five individual cases will first be explored in
accordance with the research questions. Cross-case analysis will include a visual
schematic and the themes that are representative of all the data in this single-site, multiple
case study. Descriptions of how the coding informed the categories, which in turn
informed the patterns and themes of the study, are discussed. Lastly, connections of the
data with theoretical constructs and current literature are examined.
Review of Research Questions
The following research questions are proposed based on the purposes of a
pragmatic study on simulation anxiety influenced by social cognitive constructs of selfreactive influences.
1. What are the sources of simulation anxiety in MOT students at UTHSC?
2. How do self-reactive mechanisms influence simulation anxiety among MOT
students at UTHSC?
3. What types of responses result from simulation anxiety in the MOT students at
UTHSC?
a. In what ways is simulation anxiety experienced as a productive response?
b. In what ways is simulation anxiety experienced as a counterproductive
response?
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Data Representation
The cases are offered in the same sequence they were collected. Each MOT
student selected a pseudonym on the initial intake form by which to be identified in the
study. These pseudonyms are utilized to distinguish and discuss each case. The cases will
first explore the demographic information provided in the participants’ initial intake
forms (see Appendix B). Notable features of the data collection processes will also be
covered in the introduction to each case. A word cloud or Wordle is featured as a visual
schematic at the beginning of each case to display the emotions captured throughout the
data collection process. The most prominent words are affiliated with the most frequent
emotions displayed in the case. The words displayed were directly taken from the
emotion codes. The case components are consistent through all the cases. Case themes
are explored in relation to each research question. For example, each case covers the
participant’s sources of anxiety, their experience of the influence of the self-reactive
mechanisms, and their productive and counterproductive responses to simulation anxiety.
Finally, the themes of the study in relation to the research questions are presented as a
representation of the conclusions of the cross-case analysis of this single-site, multiple
case study.
Lola
Lola is a 23-year-old, white, non-Hispanic female who is a second year MOT
student at UTHSC. According to her initial intake form, Lola attended a public
undergraduate institution in the Southeastern United States where she earned a degree in
exercise science. She has no previous exposure to simulation outside of her OT education
thus far. Lola identified as experiencing simulation anxiety “very much” in her OT
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education. Lola’s initial interview lasted 56 minutes and took place in a private meeting
space in the CHIPS building. The second meeting lasted over two and a half hours due to
technical difficulties with accessing the video recording. It was also held in the same
private meeting space.
See Figure 2 for a representation of Lola’s emotional reactions experienced in
relation to her simulation anxiety. The most prominent words were the most frequently
coded across the triangulated data.
Figure 2
Lola’s Emotional Reactions

Figure 2: Lola’s Emotional Reactions
Sources of Simulation Anxiety for Lola
During the interview and review of a previous simulation encounter, Lola
identified both internal and external sources of simulation anxiety. These sources are
represented in the following themes: responding to one’s personal expectations, reacting
to the influence of others, experiencing hypervigilance regarding the simulation
components, and facing extenuating circumstances. Throughout my time with Lola, a
clear pattern of high personal expectations emerged as she answered questions and
reviewed her simulation encounter. Some of the following statements led me to this
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conclusion: “I think I need to be perfect,” “I put a lot of pressure on myself,” “I have to
do well,” and “I could have done better.” When Lola was describing where her anxiety
stems from, she gave several examples of the internal dialogue she experiences and her
negative reactions to it. When she failed to follow her “original plan” or “when things did
not go as [she] had planned in [her] head,” Lola would respond with an internal dialogue
of “I did horrible” or “I am not going to get good feedback.”
Lola also shared about how others can influence her simulation anxiety. Primary
culprits of negative energy include her peers, especially before a simulation encounter.
Lola shared, “their nerves get to me – and I can’t handle that.” She also concluded “I get
to thinking about what they are thinking” and described how it causes her anxiety to
escalate especially while waiting for a simulation to begin. During a medical line
management simulation, Lola experienced some communication interference with her
peers, which impacted her ability to act quickly and efficiently to keep the standardized
patient “safe.” Lola’s perception is that peer interaction can often cause her anxiety level
to rise both before and during a simulation encounter.
Lola described a state of hypervigilance with excessive acute awareness and
worry regarding all the components of the simulation experience as a source of
simulation anxiety. She mentioned multiple demands that vie for her attention throughout
her simulation experiences. The following are the categories of distracting simulation
components reported by Lola: anticipating the unknown factors, waiting to enter the
simulation, being watched, meeting multiple objectives, staying within the time limits,
relating the simulation to future practice, and being graded or evaluated.
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Finally, Lola’s interview revealed an extremely sensitive extenuating
circumstance that served as an additional source of simulation anxiety. Lola provided
express permission for me to discuss her stressors during the simulation that she
identified as being the most anxiety provoking -- a pediatric-based parent education
simulation. September of 2019, while Lola was out of town on a fieldwork rotation, she
received news that her mother’s brother was not doing very well and had been
hospitalized. A little more than a week before her pediatric-based simulation encounter,
in mid-November, her uncle passed away. During the interview, Lola sat back in her
chair, staring at the ceiling with eyes watering and exclaimed, “It must have been all my
stress!” as she recalled that time and her heightened simulation anxiety. Lola repeatedly
described that particular simulation as perplexing as she recalls her inability to “form
basic words.” As the researcher, it was evident to me that she had discounted her grief
and the stressors of losing a close family member while trying to maintain her graduate
student role. Life happening outside of the simulation can impact the proceedings and
interaction within the simulation. During member checking, Lola agreed that
experiencing personal loss contributes to simulation anxiety and one’s performance.
Self-Reactive Mechanisms Influencing Lola’s Simulation Anxiety
The self-reactive mechanisms of challenge, feedback, and self-efficacy were
explored with Lola through the data collection process. The following themes emerged in
relation to the challenge level Lola has experienced in relation to simulations: the
perceived challenge stems from high personal standards and the experience of challenge
varies. The following themes describe the feedback mechanisms that influence Lola’s
simulation anxiety: identifying primary sources of feedback during simulations and
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recognizing her personal response to different sources of feedback. The following themes
emerged in relation to Lola’s self-efficacy for having a successful simulation encounter:
feeling capable going into simulations, experiencing self-doubt when surrounding
simulations, and changing her perspective about her ability to succeed in future
simulations. Lola’s self-efficacy in relation to simulation can be described in the
following statement: Lola’s assured of her capability, but is negatively influenced by
simulation anxiety.
Lola’s Perceptions of Challenge. Lola’s perceived challenge derives from her
internal motivation to perform well versus meeting unrealistic standards set by her
educators. This became evident in the in-vivo codes from Lola’s interview and simulation
reflection. An example of a statement Lola made in regards to challenge includes: “It is
nothing I am not capable of doing ( . . . ) I put a lot of pressure on myself, so that might
be a lot of it. I set these high expectations.” While Lola perceives herself as capable of
rising to the challenge, she perceives the challenge levels of the simulations as varied.
When comparing and contrasting her personal performance during simulations, Lola
describes one simulation encounter as “harder,” and another as having unrealistic time
limits.
Lola’s Perceptions of Feedback. Lola’s interview, simulation reflection, and
reaction to her video-recording pointed to the following sources of feedback: self,
standardized patients, instructors, peers, grades, and time. Self-evaluative statements such
as “I did good on that part,” “I did an okay job,” and “I was telling myself everything I
did wrong” were found throughout the data. Lola mentioned receiving feedback from the
standardized patient as a negative experience stating, it “made it worse.” Instructor
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feedback recalled by Lola was “mostly positive” and involved words of praise as well as
“a few unexpected comments,” and “constructive [suggestions] on how it could have
been better.” Peer feedback was emphasized as a negative source especially preceding a
simulation encounter. In her simulation reflection, Lola discussed how she was “not as
nervous until [she] was in the café going through [the scenario] with peers” and “getting
feedback from peers” while waiting to go into the simulation encounter. Grades are
another form of feedback as evidenced by Lola referring to a grade as a marker of
achievement. One comment stands out in this regard: Lola reported telling herself, “If I
just make this grade, I’ll be fine.” Lastly, efficiency of time management in a simulation
encounter is a mechanism of feedback evident from Lola’s interview, simulation
reflection, and review of her simulation encounter. Pattern codes were evident in all three
data sources as timing being a measuring tool or mechanism of feedback.
Lola’s Self-Efficacy. Throughout the data collection process, Lola communicated
feeling capable of meeting the simulation objectives. This was evident in statements such
as, “I usually respond well,” “I knew what I was trying to explain,” or “You can do this.
You know it.” However, another theme included encountering self-doubt when facing
previously listed sources of simulation anxiety. She specifically mentioned how difficult
concepts can cause her to second guess herself and her ability to explain things well. A
comment that stands out regarding her pediatric-based parent education simulation is,
“Maybe I secretly thought I didn't have an understanding of what sensory processing is.”
A final theme of Lola’s self-efficacy is her changing perspective about her ability to
succeed in future simulations. In the first interview and during her simulation reflection,
Lola communicated that she is now more anxious about simulations than when she
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entered the MOT program. On the other hand, as she reacted to her video recording of
what she recalled as the most anxiety provoking simulation encounter, Lola retorted, “I
thought I’d done horribly, and I didn’t.” When asked about future simulations she added,
“I believe my actual performance [is] fine. I’ll probably do better than I think I did.”
Lola’s Responses to Simulation Anxiety
In-vivo codes, emotion codes, and pattern codes assisted with forming categories
and eventual themes of Lola’s responses to simulation anxiety. Productive responses to
Lola’s experience of simulation anxiety are evident in the themes of experiencing
behavior change, undergoing increased perspective taking, engaging in self-regulating
efforts, and having feelings of accomplishment. Counterproductive responses to
simulation anxiety were detected through the themes of experiencing communication
interference, contending cognitive interference, focusing on the negative aspects, attuning
to negative self-talk, and undergoing involuntary physical reactions in relation to her
simulation encounters.
Productive Responses. Perspective taking abilities were noted among the
productive responses seen in Lola’s case. Several times during the data collection process
Lola emphasized how she is trying to view simulation encounters as “learning
opportunities” in which the feedback allows her “see room for growth” and be okay with
“not knowing it all.” While Lola shared a lot about her difficulty with negative self-talk, a
notable productive response to her simulation anxiety also included positive inner speech
or self-coaching. Examples of things she would tell herself include, “You can do this”
and “you’ve got to get it together.” In addition to her changing her inner dialogue, Lola
also reported varied methods of preparation, such as coming up with multiple examples
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ahead of time, practicing with her husband and with peers, and being careful to not overprepare. Enhanced self-awareness also resulted as evidenced by Lola’s statements such as
“I need to be able to explain things in lay terms.” Changing her inner dialogue, altering
her methods of preparation, experiencing heightened self-awareness, and making selfevaluative statements all contribute to Lola’s increased self-regulating efforts in response
to her simulation anxiety. The data also revealed she understood the trigger that peers can
be and how over-preparation can increase her anxiety. She also vowed to be more aware
of her negative self-talk and how it interferes with her learning experiences. Lola’s
simulation anxiety left her with a skewed perspective of her performance, and limited
objectivity. When given the opportunity to review her simulation recording, Lola was
pleasantly surprised with her performance. She relayed how much better it seemed rewatching it, and concluded, “it was all in my head.”
Counterproductive Responses. A pattern seen throughout Lola’s case is her
bewilderment regarding how she could be so forgetful and demonstrate difficulty “getting
basic words out” during a stressful simulation. A natural talker, Lola had difficulty
coming to terms with her unnatural struggle to communicate and focus enough to “form
words.” She describes experiencing limited recall of her pediatric-based parent education
simulation in which she later says she “beat [herself] up over it.” Repeatedly, when reliving the simulation experience Lola demonstrated difficulty recalling positive
responses, with a heavy focus on the negative aspects of her performance. Because of her
disappointment with her performance, her negative self-talk, and problems with focus,
Lola emphasized facing involuntary physical symptoms of anxiety such as “sweating
bullets.”
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Sabrina
Sabrina is a 25-year-old, white, Hispanic female who is a second year MOT
student at UTHSC. According to her initial intake form, Sabrina attended a public
undergraduate institution in the Southeastern United States where she earned a degree in
exercise science. She has no previous exposure to simulation outside of her OT
education. Sabrina identified as experiencing simulation anxiety somewhere between
“quite a bit” and “very much” during her OT education thus far. While she circled the
highest number, a five, on the Likert-style scale, Sabrina affirmed during her initial
interview that a “4.5” more accurately described her experience of simulation anxiety.
Sabrina began the interview in a guarded fashion; it was noted that her responses were
measured. At one point she said aloud to herself, “no, I am not going to say that.” It was
evident that she presented with substantial self-monitoring, and a desire to share
information in what she perceived to be an acceptable fashion. Sabrina holds the role of
Vice President of her MOT cohort, and I am the class leadership advisor. It appears she
wanted to have the right answers for the interview. As the data collection process
evolved, Sabrina became more relaxed, but it was clear to me that there was initial
hesitation on her part and an apparent influence of a power dynamic between us as
instructor and student.
Figure 3 is a representation of Sabrina’s emotional reactions experienced in
relation to her simulation anxiety. The most prominent words were the most frequently
coded across the triangulated data.
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Figure 3
Sabrina’s Emotional Reactions

Figure 3: Sabrina’s Emotional Reactions
Sources of Simulation Anxiety for Sabrina
Sabrina’s interview, simulation reflection, and review of a video-recorded
simulation encounter revealed several sources of simulation anxiety. Both internal and
external sources were identified. The thematic representations of Sabrina’s sources of
simulation anxiety are as follows: responding to one’s personal expectations and
reactions, reacting to the influence of others, experiencing hypervigilance in regard to the
simulation components, and facing an extenuating circumstance.
Sabrina identified as having a “perfectionist nature” and described feeling very
“self-conscious” during simulation encounters. Sabrina describes feeling like she must be
“formulaic or almost perfect” during a simulation. Pressure to perform well is primarily
generated from her need to achieve, which is often hindered by her “signs and
symptoms” of anxiety interfering with her performance. These signs and symptoms
include having a “flushed face, foggy mind, racing heart,” and lack of focus which
contributes to a “vicious-cycle” of escalating anxiety. She reacts to her own symptoms in
turn feeling even more “out of control.”
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Sabrina disclosed that she suffers from social anxiety and has all of her life.
Interacting with strangers, including standardized patients, with whom she is unfamiliar,
poses a challenge. Sabrina described her social interactions as “awkward” even towards
the end of her simulation encounters. Before going into a simulation, Sabrina discussed
how the influence of her peers causes her anxiety to increase. The “chit-chatting”
contributes to her “nervous” energy while waiting for the encounter to begin.
She is hyperaware of many components during the simulation that cause her
excessive worry and contribute to her feelings of stress. Sabrina emphasized the “critique
of others”, “being watched”, “being evaluated,” and “judged.” Her descriptions sound as
though she feels she is under scrutiny with each simulation she experiences. In addition,
Sabrina discussed how the novelty of the skills being demonstrated and unfamiliarity
with the simulated environment contributes to her simulation anxiety and discomfort.
Lastly, Sabrina shared that she believes her most anxiety-provoking simulation
encounter was predominantly influenced by an extenuating circumstance. The morning of
the simulation, Sabrina reports going to Starbucks for coffee and having more caffeine
than normal. She believes that in this situation, her jitters were exacerbated by her overcaffeinated state going into the simulation encounter.
Self-Reactive Mechanisms Influencing Sabrina’s Simulation Anxiety
The self-reactive mechanisms of challenge, feedback, and self-efficacy were
explored with Sabrina throughout the data collection process. The following themes
emerged in relation to the challenge level Sabrina has experienced in relation to
simulations: the challenge level has been reasonable, the experience of challenge varies
between simulations, the simulation components influence the level of challenge, and
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challenge is influenced by one’s mental and emotional state. Two themes emerged
regarding Sabrina’s experience of feedback: identifying primary sources of feedback
during simulations and recognizing her personal response to different sources of
feedback. Sabrina’s self-efficacy in relation to simulation can be described in the
following statements: initial perception of capability is evident, having peers for support
increases self-efficacy, one’s perceptions of preparedness influence self-efficacy, and
self-efficacy increases following each encounter.
Sabrina’s Perceptions of Challenge. Sabrina described her reaction when
initially hearing about upcoming simulations in class; she recalls thinking the challenge
level as reasonable, saying to herself this will be a “piece of cake.” However, the data
collection process revealed that Sabrina perceives the challenge levels to vary depending
on various factors. The data from Sabrina revealed the following: the amount of material
involved in the encounter influences the perceived challenge, the novelty of the
simulation task demands influences perceived challenge, the level of preparation impacts
the perceived challenge, and the simulation encounters with peers makes the challenge
seem more manageable. Lastly, challenge is greatly influenced by one’s emotional and
mental state. Sabrina communicated experiencing a “whirlwind” of emotions and anxiety
responses during a simulation encounter that “made it harder.”
Sabrina’s Perceptions of Feedback. Throughout the data, there were several
sources of feedback that Sabrina described. Educators, self, peers, standardized patients,
grades, and video-recordings were all identified as mechanisms of feedback surrounding
her simulation encounters. A conclusive theme regarding educator feedback was:
educator feedback can serve as a source of validation and encouragement. Sabrina
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seemed to have vivid recollections of instructor feedback. She recalled another educator
making notes about her anxiety during the debriefing portion of the pediatric-based
parent education simulation and circling it on her grading form. Overall, Sabrina
described her educators’ feedback as “helpful” and noted that the “praise stood out.”
Because so much of her self-feedback was negatively focused, Sabrina shared that the
positive feedback from her educators came as a “shock,” but also provided “relief.” A
conclusive theme regarding self-feedback was: self-talk can negatively impact one’s
performance. Peer interaction before going into the simulation encounter can also serve
as negative influence. A conclusive theme was: feedback from peers’ methods of
preparation increases anxiety.
Another theme is standardized patient’s responses can serve as an important
mechanism of feedback. Sabrina mentioned the standardized patient “having no further
questions” during a patient-education based simulation experience. Facing minimal to no
questions allowed Sabrina to conclude that she had provided sufficient information and
that the session could conclude.
Lastly, feedback in the form of grades and video-recordings were identified as
being helpful for Sabrina’s reflective processes. A theme that emerged regarding grades
included: feedback in the form of grades serve as measure of how acceptable one's
performance is. Likewise, video-recordings serve as feedback that reveal shortcomings in
knowledge and skills.
Sabrina’s Self-Efficacy. Sabrina communicated that having peers during the
simulation encounter to lean on and collaborate with was helpful and increased her
perception of belief in her ability to rise to the challenge. Similarly, Sabrina felt that her
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level of preparation contributed to her self-efficacy going into a simulation encounter.
Sabrina believed preparation could be more thorough, and stated her justification saying,
“we don’t feel appropriately prepared.” However, preparation can also be at the level of
the individual; this is evident in comments like, “I don’t think we had practiced enough.”
Overall, Sabrina communicated feelings of adequacy and experiencing sufficient selfefficacy going into and coming out of simulation encounters. In regard to self-efficacy
preceding an encounter the following statements stood out: “I know I can explain this
concept in layman's terms, and give advice” and “I felt very comfortable with the
material going in.” Following a simulation encounter, Sabrina reflects, “I hit most if not
all the points to the best of my ability” and she feels “very good about [herself]
afterwards.”
Sabrina’s Responses to Simulation Anxiety
In-vivo codes, emotion codes, and pattern codes assisted with forming categories
and eventual themes of Sabrina’s responses to simulation anxiety. Productive responses
to Sabrina’s experience of simulation anxiety are evident in the themes of experiencing
behavior change, undergoing increased perspective taking, and engaging in selfregulating efforts. Counterproductive responses to simulation anxiety were detected
through the themes of experiencing communication interference, involuntary physical
symptoms, and mental and emotional unrest in relation to her simulation encounters.
Sabrina’s Productive Responses. A positive, generalized outcome that resulted
from Sabrina’s simulation anxiety during her most anxiety-provoking encounter was in
the form of behavior change in her habits and routines. Sabrina described how she no
longer has coffee or caffeine of any kind before a test, simulation, or lab experience that
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has potential to cause her anxiety to be amplified. Another productive response evident in
Sabrina is her increased perspective-taking abilities. When being interviewed, reflecting
on her simulation encounter, and viewing the video recording, she demonstrated
contagious amusement by smiling and laughing at her responses. She also communicated
how her anxiety was a temporary discomfort by emphasizing the “relief” she experienced
during the debriefing following the simulation encounter. Lastly, self-regulating
strategies were seen throughout the data as a productive response. Sabrina shared about
engaging in self-calming strategies, self-evaluative dialogues, and positive self-talk or
coaching in response to her simulation anxiety surrounding her encounters.
Sabrina’s Counterproductive Responses. Three primary counterproductive
responses were apparent themes in the data: experiencing involuntary physical
symptoms, combatting cognitive interference, and facing mental and emotional unrest.
Sabrina’s physical symptoms associated with her simulation anxiety involved: “flushed
face,” a “racing heart,” and onset of “panic.” As she begins to notice these symptoms
emerge, she often feels “triggered” and enters into a “vicious cycle” of reacting to the
undesirable physical manifestations of nervousness by becoming more and more anxious.
Along with the involuntary physical symptoms, Sabrina describes how her “mind is
foggy, [she] can’t focus, and everything is a blur.” All of these factors combined
contribute to mental and emotional disquiet. These experiences are associated with
feelings of being out of control, feeling self-conscious, and feeling pressured. Social
anxiety, contrived or unnatural environments, and foreboding thoughts were all listed as
sources of Sabrina’s mental and emotional unrest affiliated with her simulation anxiety.
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Sarah
Sarah is a 23-year-old, white, non-Hispanic female who is a second year MOT
student at UTHSC. Sarah completed her undergraduate studies at a public university on
the West Coast of the United States; her studies were concentrated in psychology and
child development. She has no previous exposure to simulation outside of her OT
education. Sarah identified as experiencing simulation anxiety “very much” in her OT
education thus far. During the interview, Sarah broke out in hives and became flushed in
the face while we were talking one-on-one. She was visibly uncomfortable talking about
herself. Although she was given several opportunities to discontinue participation, Sarah
continued and later commented on how she enjoyed being a part of the study.
See Figure 4 for a representation of Sarah’s emotional reactions experienced in
relation to her simulation anxiety. The most prominent words were the most frequently
coded across the triangulated data.
Figure 4
Sarah’s Emotional Reactions

Figure 4: Sarah’s Emotional Reactions
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Sources of Simulation Anxiety for Sarah
Sarah identified multiple sources that contributed to her anxiety level surrounding
a simulation encounter. Four primary themes emerged from the data: working through
components of the simulation, responding to one’s personal expectations, experiencing
fear of the unknown, feeling limited by the preparation, and facing the influence of
others.
The components of the simulation that stood out as sources for Sarah’s simulation
anxiety include being graded, being watched, being filmed, and being engaged in a “new
situation” that is unpredictable. Sarah identifies as a having a “perfectionist personality,”
which she attributes as a source of her simulation anxiety. Therefore, she experiences
performance pressure and fear of “not knowing how to answer” or “having any idea of
what to do.” She did not want to make mistakes or come across as unknowledgeable.
Relatedly, Sarah pointed to an immense fear of the unknown. More than once Sarah
commented on her fear of “not knowing what was going to happen.” She pointed to how
preparation can also serve as a source of anxiety because she felt as though she “really
couldn’t prepare” and had? too much “time to overthink.” Lastly, Sarah shared that she
experiences “social anxiety” and said just “talking to someone who is going to respond to
me” can increase her anxiety experienced during a simulation encounter. Similiarly,
Sarah shared she had anxiety about interacting with the standardized patients saying,
“you just don't know how they are going to react.” The unpredictability of the social
interactions is especially distressing when Sarah is trying to prepare and think through
“every possible scenario” before the simulation encounter.
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Self-Reactive Mechanisms Influencing Sarah’s Simulation Anxiety
Challenge, feedback, and self-efficacy are the three identified self-reactive
mechanisms (Bandura & Cervone, 1983; Hart & Mueller, 2014) that were investigated in
Sarah’s case study. These three components were explored in relation to Sarah’s
reactions to her simulation anxiety. The thematic conclusions found in regard to
challenge are: the challenge level has been reasonable, the experience of challenge varies
between simulations, and directions and clarity of expectations can influence challenge
level. Two themes emerged regarding Sarah’s experience of feedback: identifying
primary sources of feedback during simulations and recognizing her personal response to
different sources of feedback. Sarah’s self-efficacy can be summarized in the following
themes: she has a sense of capability and she is well acquainted with her predisposition
for simulation anxiety when appraising self-efficacy.
Sarah’s Perceptions of Challenge. Sarah’s responses indicated that she found
the challenge level to be adequate. She made statements such as “I think [the simulations]
are pretty fair” and our “classes definitely prepared us.” However, the challenge level can
vary between simulation experiences. Sarah described a continuum by saying,
“simulations have gotten a lot more challenging” over time. The primary reason seen for
the varied challenge appears to be from her perception of the clarity of expectations for
the simulation encounters. This is evident in her related statements of: “expectations can
be vague” and “I didn’t know what was going to happen” when discussing her view of
the challenge level of her simulation experiences.
Sarah’s Perceptions of Feedback. Sarah identified four sources of feedback.
Feedback mechanisms generated from the environment, from self, from the standardized
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patient, and from educators. During the interview, Sarah spoke in detail about her anxiety
surrounding a simulation encounter associated with a biomechanics course. This
simulation served as a final, summative assessment in which she was to assist a patient
with getting from a wheelchair to the bed and operate both the hospital bed and
wheelchair safely. Sarah vividly recalled being unable to operate the footrests and
remove them during the simulation encounter despite sufficient practice beforehand.
Feedback from the environment, such as the wheelchair footrests, served as a means of
her measuring her success during the simulation.
Sarah also describes being “in her head” and monitoring how things are going
throughout simulation encounters. She shared, “once I know it’s going smoothly, I get
less panicky.” In addition, feedback from her interaction with the standardized patient can
serve as a measure of how things are going. During her episode with the wheelchair
footrests, Sarah recalls the standardized patient “staring” at her while she tried to figure
out the mechanics. Although there were no words, the actions or reaction of the
standardized patient made Sarah key into what her next step needed to be. In that case,
she decided to abandon her efforts to remove the footrests and move onto her next task.
Contrasting the influence of the other sources of feedback, Sarah has found
feedback from her instructors’ feedback to be validating. She summarized it by saying, “I
get good feedback.” However, her self-perception stands out more in her mind because
she adds, “even if I didn’t do that good.”
Sarah’s Self-Efficacy. From the interview and pre-simulation reflection, it was
concluded that Sarah felt capable of meeting the objectives going into simulation
encounters. This is evident in her statement, “I know I am going to be able to do it and
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that they've prepared us.” While she communicated feeling able and prepared, she also
noted the reality of how her anxiety frequently interferes with her performance. Her selfefficacy is also measured and assessed with the realization that no matter how capable
she is of meeting the objectives, her anxiety could get in the way. In this regard, Sarah
stated, “I don't think [my anxiety] will ever go down with simulations.” However, after
Sarah watched her simulation video, she responded with surprised relief. She was visibly
pleased with her performance and described having increased confidence for future
simulations.
Sarah’s Responses to Simulation Anxiety
In-vivo codes, emotion codes, and pattern codes served as aids in forming the
categories and eventual themes for Sarah’s responses to simulation anxiety. Productive
responses to Sarah’s experience of simulation anxiety are evident in the themes of
experiencing behavior change and undergoing increased perspective taking including
rising self-confidence. Counterproductive responses to simulation anxiety were detected
through the themes of experiencing mental and emotional unrest, cognitive interference, a
pattern of avoidance, and involuntary physical symptoms.
Sarah’s Productive Responses. Sarah made productive behavior changes in
response to her simulation anxiety: she experimented with various methods of
preparation, she engaged in positive self-talk or coaching, and she demonstrated the
ability to self-monitor by taking decisive actions during an encounter. For example, prior
to the above-mentioned wheelchair example, her anxiety served as a motivator to cause
her to use a multi-modal approach to preparation. During the encounter, when her anxiety
was interfering with her performance, she struggled to remove the wheelchair footrests.

107

However, she was able to talk herself through an appropriate next step, and shared, “I
made the conscious decision” to move onto the next item.
In retrospect, Sarah reflected, “I think [simulations] are very beneficial.” While
anxiety-provoking, she shares, “with every simulation I am slightly less nervous” and “I
like the simulations after I am done.” She experiences relief following a simulation and
says, “after [the simulation] I feel calm.” In this manner, Sarah was able to flip her
perspective, which starting out emphasizes the negative, but in the end focuses on what is
beneficial and positive.
Sarah’s Counterproductive Responses. Sarah faces negative anticipation going
into a simulation encounter. She describes, “psyching [herself] out beforehand.” She also
can be fearful and “irrational;” she describes one of her fears as “going in and not being
able to remember or answer something.” In fact, she does experience disorientation; she
recollected, “I blank out a little” and “I don’t really know what happened during [the
simulation].” Other forms of mental unrest include “overthinking” and feeling “out of
control.”
Before simulations Sarah describes not looking at the requirements until close to
the encounter. She shared, “I don’t want to think about them” and “I wait to read the
instructions for simulations until two or three days before.” This connects with a pattern
of avoidance in an effort to shield herself from heightened anxiety until its necessary to
face. While this is something she can control, her involuntary physical symptoms
associated with her simulation anxiety are not within her control. Sarah communicated
how simulations make her feel self-conscious and went on to describe how she displays
physical symptoms such as breaking out in hives during the simulation encounters. She
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summarized her counterproductive responses in the following conclusion, “I definitely do
not feel calm.”
Berda
Berda is a 22-year-old, white, non-Hispanic female who is a second year MOT
student at UTHSC. According to her initial intake form, Berda attended a public
undergraduate institution in the Southeastern United States where she earned a degree in
liberal studies. She has no previous exposure to simulation outside of her OT education.
Berda identified as experiencing simulation anxiety “very much” in her OT education
thus far. Berda’s laughter is what stood out most from the two instances of data
collection. She responded with bemusement when recalling her simulation encounters
and the anxiety she has experienced. Throughout the interview, simulation reflection, and
viewing of the video recording, Berda would cover her mouth and snicker at her
reactions. This made for a light-hearted process when seeking her perspective.
See Figure 5 for a representation of Berda’s emotional reactions experienced in
relation to her simulation anxiety. The most prominent words were the most frequently
coded across the triangulated data.
Figure 5
Berda’s Emotional Reactions
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Figure 5: Berda’s Emotional Reactions
Sources of Simulation Anxiety for Berda
During the interview and review of a previous simulation encounter, Berda
identified both internal and external sources of simulation anxiety. These sources are
represented in the following themes: responding to the fear of the unknown, reacting to
the influence of others, and reacting to the simulation components.
Fear of the unknown stood out most prominently from the data. Berda made
comments such as, “I don’t know what I am doing,” “I don’t know what is allowed,” “I
don’t know what to expect,” and “I didn’t know where to focus.” Berda also emphasized
how interactions with peers before going into a simulation encounter can heighten her
anxiety because of the tendency to “feed off each other.” She also discussed how
comparing herself to peers during the debrief experience can be a source of anxiety. Not
only did she mention the influence of peers, but also the pressure to “do well for your
patients.” Lastly, Berda listed off several aspects of the simulation encounter that she
views as stressful. These components include: the cameras, “the people behind the
mirror,” the feel of the environment, the time limits, the novelty of the tasks, and the
number of items on the rubric for the simulation encounter. The unknown, the influence
of others, and specific components of the simulation are the primary sources of
simulation anxiety identified by Berda.
Self-Reactive Mechanisms Influencing Berda’s Simulation Anxiety
The self-reactive mechanisms of challenge, feedback, and self-efficacy were
explored with Berda throughout the data collection process. The following themes
emerged in relation to the challenge level Berda has experienced connected to
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simulations: the challenge level has been adequate, and the novelty of the tasks influences
the perceived challenge. The following themes describe the feedback mechanisms that
influence Berda’s simulation anxiety: identifying primary sources of feedback during
simulations and recognizing her personal response to different sources of feedback. The
following themes emerged in relation to Berda’s self-efficacy surrounding a simulation
encounter: feeling capable going into simulations, experiencing self-doubt throughout the
simulation experience, and experiencing a sense of sufficiency following the simulation
encounters.
Berda’s Perceptions of Challenge. Berda did not see the challenge levels of the
simulation encounters as unfair; rather, she stated, “I don’t think any of them have been
super challenging.” However, the elements of the simulation that Berda found
challenging included tasks that were novel or areas of? emerging practice skills. She
described the pediatric-based parent education simulation encounter as particularly
challenging because of the “hard conversations that [she’d] never had to have before.”
She went on to explain that “the actual giving of information is something totally new to
[her].” Therefore, the challenge level has been adequate, but Berda perceives the novelty
of the tasks to influence the difficulty of the perceived challenge.
Berda’s Perceptions of Feedback. Throughout the data collection process, Berda
pointed to multiple sources of feedback that influenced her performance. These sources
of feedback include: the standardized patient, the instructor, video recordings, her peers,
time, and self. Berda had various responses based on the influence of each of the sources
of feedback. She shared how it can be upsetting or alarming to interact with peers both
before and after a simulation encounter because of the personal comparisons often made
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during peer interaction. Immediate feedback from instructors is viewed as helpful,
especially when the instructor can double as the standardized patient. Berda recalled a
simulation encounter in which she and a small group of peers were to get the patient up
out of bed and to a hospital chair while managing the medical lines. Berda vividly
remembers the patient, who was an instructor in character, saying, “Hey, you are sitting
on my oxygen. Can you help [me]?” Berda laughingly recollected the scene and how the
feedback from the patient interaction shaped her actions.
The time clock served as a constant mechanism of feedback for Berda, and often
influenced the pace of her performance. Not only does she worry about the timing going
into simulations but also discusses the overhead announcer’s last-minute warnings as a
way of monitoring how quickly to wrap up her encounter. While timing is on her mind,
so is the rubric or grading form for each simulation. The rubric allows for some form of
self-monitoring or feedback as she mentally “hits all the points” on the form. Lastly,
Berda discussed how the video-recordings help confirm the feedback she has received.
For example, on one occasion she received feedback from an instructor that she seemed
“rushed;” when watching the video recording Berda confirmed, “watching the video, I
was totally rushed.” Peers, instructors, standardized patients, time clocks, video
recordings, and self-checking were all identified as ways Berda receives feedback
surrounding a simulation encounter.
Berda’s Self-Efficacy. Berda described having sufficient self-efficacy when
going into a simulation experience. Twice she mentioned how she felt adequately
prepared. However, she discussed in detail how she experiences self-doubt in regard to
her ability to meet all the objectives of the simulation – during the encounter. This was
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evident in the following statements: “sometimes I think I doubt my abilities” and it
“always feels like maybe you left something out.” Lastly, Berda’s self-efficacy appears to
rally following a simulation encounter. She experiences a sense of sufficiency
concluding, “I always get what I need to done.”
Berda’s Responses to Simulation Anxiety
In-vivo codes, emotion codes, and pattern codes served as aids in forming the
categories and eventual themes for Berda’s responses to simulation anxiety. Productive
responses to Berda’s experience of simulation anxiety are evident in the themes of
projecting a positive perspective, demonstrating motivation for behavior change,
communicating readiness for simulation performances, and engaging in multiple means
of preparation. Counterproductive responses to simulation anxiety were detected through
the themes of experiencing mental and emotional unrest, cognitive interference,
communication interference, and involuntary physical symptoms.
Berda’s Productive Responses. As previously mentioned, Berda was rather
amused at herself when reflecting on her simulation anxiety. Having a changing, positive
perspective appears to be one of the biggest takeaways from Berda’s simulation
experiences. Before, she discussed feeling like she’s “gotta get in there” and perform.
However, she decided, “realistically, it is okay to just watch or say 'how can I help' or
‘hold the bag’” after experiencing a lot of anxiety in a medical line management
encounter with a small group of peers. She communicated, “I understand why we do all
of them” and described looking back and thinking “that’s the best way to do it.”
Berda also demonstrated increased self-awareness and motivation for behavior
change. This was evident in her self-evaluative statements and reflections on what she
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would like to change for next time. Relatedly, another productive response Berda
discussed was taking a multi-modal approach to preparation. She recalled calling a family
member who is a therapist for their perspective prior to a simulation, collaborating with
peers, and becoming familiar with the grading rubric in order to ease her simulation
anxiety and prepare for what was ahead.
Berda’s Counterproductive Responses. While Berda did convey several
productive responses, some counterproductive responses to her experience of simulation
anxiety were noted. Berda experienced mental and emotional unrest as evidenced by the
alarm she described when interacting with peers prior to going into a simulation and
feelings of self-doubt. Cognitive interference was a key pattern seen throughout the data
as evidenced by Berda’s depictions of forgetfulness, disorientation, being unfocused, and
feeling scattered. Rushing through her interactions with standardized patients, “slurring
words,” and “talking too fast” contributed to communication interference associated with
her simulation anxiety. Lastly, Berda also described experiencing involuntary physical
symptoms of anxiety such as feeling jittery, being uncharacteristically “clumsy,” and
copiously sweating. Mental and emotional unrest, cognitive and communication
interference, and involuntary physical symptoms are the counterproductive responses
affiliated with Berda’s experience of simulation anxiety.
Karen
Karen is a 24-year-old, non-Hispanic, white female who is a second year MOT
student at UTHSC. According to her initial intake form, Karen attended a public
undergraduate institution in the Southeastern United States where she earned a degree in
therapeutic recreation. She had no previous exposure to simulation outside of her OT
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education. Karen identified as experiencing simulation anxiety “very much” in her OT
education thus far. Karen was wide-eyed and blotchy during the initial interview. Her
reactions were candid and authentic. During the second data collection instance, Karen
was more at-ease, and presented with relaxed body language. She was curious about
watching her video recording because this was outside of her norm. Her open answers
made her seem trusting as she shared about her experiences with simulation anxiety.
See Figure 6 for a representation of Karen’s emotional reactions experienced in
relation to her simulation anxiety. The most prominent words were the most frequently
coded across the triangulated data.
Figure 6
Karen’s Emotional Reactions

Figure 6: Karen’s Emotional Reactions
Sources of Simulation Anxiety for Karen
During the interview and review of a previous simulation encounter, Karen
identified both internal and external sources of simulation anxiety. These sources are
represented in the following themes: responding to the fear of the unknown, reacting to
the influence of others, processing all the components of the simulation, and overstudying due to performance pressure.
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Karen experienced fear of the unknown that was evident when she communicated
not knowing what to expect, how to prepare, or inability to ascertain how her
performance went. She emphasized “not knowing how it is going to go” and experiencing
“a lot of anxiety the night before” anticipating how the simulation could play out. She
also shared about how her interactions with her peers before going into a simulation
encounter results in them “feeding off each other,” as they share stories of preparation
methods and concerns about what is to come. Karen also listed how interactions with the
standardized patient can increase her anxiety. One particular incident that she described
involved knowing the standardized patient outside of the school setting and being
distracted by her inability to place how she knew the woman. When she exited the
encounter, she received a phone call from her grandmother learning that she had just
“treated” her grandmother’s best friend. Karen recollects the situation as distracting, but
also as “awkward.”
Multiple components of past simulation encounters have also served as sources of
Karen’s simulation anxiety. The following is a list of simulation components that
increased Karen’s anxiety surrounding an encounter: the amount of preparation, the
number of steps or tasks to complete, the experience of being watched and recorded, and
the timeliness of the processes. When a simulation has “so many tedious steps” or when
the encounters “start to get behind” it can impact Karen’s tendency to “over-study.” In
her eyes, over-preparation is an additional negative component because it can go hand-inhand with poor performance. Some of the things that Karen described as causing
performance pressure included viewing the experiences as “a big deal” and the tasks as
“something [she] needs to know how to do.” The negative anticipation, fear of the
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unknown, simulation demands, and her tendency to over-prepare due to performance
pressures culminates in heightened simulation anxiety.
Self-Reactive Mechanisms Influencing Karen’s Simulation Anxiety
The self-reactive mechanisms of challenge, feedback, and self-efficacy were
explored with Karen throughout the data collection process. The following themes
emerged in relation to the challenge level Karen has experienced in relation to
simulations: the challenge level has been adequate, the challenge level varies, and the
perceived challenge is influenced by multiple factors. The following themes describe the
feedback mechanisms that influence Karen’s simulation anxiety: identifying primary
sources of feedback during simulations and recognizing her personal response to different
sources of feedback. The following themes emerged in relation to Karen’s self-efficacy
surrounding a simulation encounter: Karen is confident in her ability to meet the
objectives of simulation encounters. However, Karen identifies as a poor test taker, and
she perceives her anxiety as a limit to her academic endeavors.
Karen’s Perceptions of Challenge. Karen described simulations as “not overchallenging,” but varied in nature. She compared and contrasted her experiences saying
of one particular encounter, “you couldn’t really wing that one.” However, variance also
was accounted for in a number of different influences described by Karen. She listed
means of preparation, the presence of time limits, the number of steps required, and the
weight or presence of an affiliated grade as influences of the perceived level of challenge.
Karen’s Perceptions of Feedback. Multiple feedback sources contributed to
Karen’s perception of challenge and simulation anxiety. Grades, peers, standardized
patients, and educators each served as mechanisms of feedback for Karen. How Karen’s
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response to these sources of feedback is explained in five conclusive themes. First, Karen
finds immediate or timely feedback to be helpful and relieving. She described not
knowing how she did until interacting with her peers and educators during the debrief
portion following a simulation; this aided in easing her anxiety. Second, feedback from
peers came mainly from comparing stories and measuring her performance to theirs.
Third, Karen describes feedback from her educators as beneficial, and mostly positive.
She stated, “I’ve never gotten a bad grade on a simulation lab” and that she could not
“think of any specific comments” she has had from her instructors. This pointed to the
conclusion that Karen views grades as a measure of having an adequate performance, and
that she has not encountered haunting negative feedback. However, the last theme is that
Karen perceives feedback from the standardized patient to be unfair. In her reflection,
after viewing the simulation video, she mentioned how she did not believe that the
standardized patient was adequately trained to be able to give feedback – like an
instructor could. She was upset that a standardized patient could influence her grade. She
shared during the interview that she “didn’t think the patient rated me as high as I think
she would.”
Karen’s Self-Efficacy. Despite receiving mixed messages of feedback, Karen
describes feeling confident in her ability to meet the objectives of the simulation
encounters she has faced. This was clear in statements such as “I knew what I was doing”
and “I think I’ve responded pretty well.” However, in general, Karen has low selfefficacy when it comes to academic achievement. She specifically identifies as a poor test
taker. She relayed the following: “I don’t ever make great test grades,” “I have never
been able to do well on a test,” and “I am not a good test taker.” When speaking of
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simulations, she often associated her simulation encounters with her practical experiences
she has had in OT school so far. Tests, practicals, and simulation encounters appeared to
fall into the same category: high-pressure academic performances in which anxiety reigns
supreme despite preparation and personal effort.
Karen’s Responses to Simulation Anxiety
In-vivo codes, emotion codes, and pattern codes served as aids in forming the
categories and eventual themes for Karen’s responses to simulation anxiety. Productive
responses to Karen’s experience of simulation anxiety are evident in the themes of
experiencing a positive perspective, displaying increased self-awareness, and
demonstrating self-regulation. Counterproductive responses to simulation anxiety were
detected through the themes of experiencing mental and emotional unrest, cognitive
interference, communication interference, a pattern of avoidance, and involuntary
physical symptoms.
Karen’s Productive Responses. Karen did describe having some positive
experiences that influence her outlook towards simulation experiences. She described her
feelings of “relief” following the simulation encounters; she also mentioned that peers
can also have a relaxing effect on her especially if they are present during a simulation to
collaborate with. Along the same lines, she described having an altruistic perspective
when she plays the role of the patient for her peers. She longs to help them out and
wishes for them to get it right; however, she takes her responsibility seriously and tries to
avoid giving hints.
In addition to perspective change, another productive response seen in Karen’s
case is experiencing increased self-awareness. This was evident in how Karen made self-
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evaluative statements during her viewing of the video recording. She also communicated
self-awareness concerning what she needs clarified in the simulation instructions. Lastly,
her motivation was apparent in her self-regulatory behaviors. Karen shared multiple times
that she was dedicated to “doing [her] best.” She especially wanted to do well not for the
sake of the grade, but for the sake of “knowing how to do it” for future clinical practice.
Her self-correcting comments were coupled with descriptions of changes she made to
study and preparation habits in response to her simulation anxiety and its effect on her
performance.
Karen’s Counterproductive Responses. Not all of Karen’s responses can be
considered productive. Some worked against her in her efforts to do well. Karen
experienced some mental and emotional unrest surrounding her simulation encounters.
This takes the form of experiencing heightened “anxiety especially the night before” and
prolonged dwelling on the negative aspects of her performance. Cognitive interference is
evident in her descriptions of “blanking out,” being unfocused, and experiencing limited
recall. She also spoke of “over-explaining” and experiencing communication interference
with standardized patients when nerves cause her to “talk a lot” during simulation
encounters.
Because of Karen’s discomfort with her performances, she describes often
avoiding watching the appointed video-recordings for reflection assignments. At the
beginning of her video-recording viewing during data collection, she retracted away from
the screen and declared the experience to be “cringe-worthy” and “awkward.” Avoidance
has been her preferred method of coping with simulation anxiety, especially after-thefact. Lastly, Karen relayed several involuntary physical symptoms that she experiences
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during simulation encounters as counterproductive. Among these are: having a racing
heart, feeling over-heated, and a reddening of her face. Karen found watching herself
initially as unpleasant. Experiencing symptoms such as mental and emotional unrest, a
racing heart and a red face, and being hyperverbal all count as counterproductive
responses affiliated with Karen’s experience of simulation anxiety.
Multiple Case Study
The synthesis across cases resulted in the study findings and acted as a guide in
answering the research questions. The following section presents the cross-case study
themes for each guiding research question. Five cases were examined in this multiple
case study. All cases involved White females in their second year within the MOT
program at UTHSC. The ages of the participants ranged from 22 to 25 years of age. All
identified with having heightened simulation anxiety. Case themes across the five cases
were applied and deduced to representative study themes that embody the experiences
and perspectives of those in this single-site, multiple case study. Cross-case analysis was
utilized to arrive at the conclusive, study themes. Figure 7 is representative of the
emotion codes seen across cases. It is an effort to capture the essence of the emotions
surrounding the simulation-encounters represented in this study. The most prominent
words were the most frequently coded across the triangulated data.
Figure 7
Emotional Reactions Across the Multiple Case Study
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Figure 7: Emotional Reactions Across the Multiple Case Study
Sources of Simulation Anxiety in the Study
Two themes emerged in relation to the primary sources of simulation anxiety
faced by the participants in this study. The first source of simulation anxiety arises from
experiencing negative anticipation coupled with high personal expectations. Self-initiated
performance pressure comes alongside foreboding thoughts and emotions when entering
simulation experiences. The other source of simulation anxiety stems from reacting to the
need to "perform" well in comparison to others. Simulation encounters are described as
performances throughout the cases. How one’s “performance” compares to peers, to
one’s own expectations, to the expectations of the educators, and to the expectations of
the standardized patient is a primary source of simulation anxiety.
Self-Reactive Mechanisms Influencing Simulation Anxiety in the Study
Challenge level, feedback, and self-efficacy are each considered self-reactive or
self-evaluative mechanisms (Bandura & Cervone, 1983; Hart & Mueller, 2014).
Simulation anxiety is somewhat influenced by these three constructs; whereas selfefficacy remains adequate, the influences of challenge and feedback can incite simulation
anxiety. Students in the study perceived having adequate challenge, sufficient feedback,
and satisfactory self-efficacy affiliated with their simulation experiences.
Perceptions of Challenge in the Multiple Case Study. The overall challenge
levels of the simulations were viewed as fair and realistic. However, there were diverse
responses seen throughout the data in relation to what influenced the perceived level of
challenge. Therefore, the study theme in regard to challenge is this: the perception of
challenge varies bases on the simulation components and the individual.
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Perceptions of Feedback in the Multiple Case Study. In general, the data
pointed to an overall positive perspective of feedback, especially from instructors
following the simulation encounters. However, there exists a pattern of disruption
experienced from interactions with peers before going into simulation encounters as well
as with interactions with simulation personnel during the encounters. The standardized
patient’s behaviors and reactions can be distracting as well as the overhead
announcements regarding time left in the encounter. The conclusive study themes for
perceptions of feedback are: feedback before and during the simulation can be distracting
and educators’ feedback, especially after a simulation encounter, is perceived as helpful
and reassuring.
Perceptions of Self-Efficacy in the Multiple Case Study. Whereas feedback
seemed to have consistent threads across cases, self-efficacy also shared one primary
thread or pattern. The conclusive study theme for self-efficacy is: students feel capable of
meeting the desired objectives. It is also notable that this theme arose in a retrospective
reflection, that captured the participants’ views well after the simulation experiences had
passed.
Responses to Simulation Anxiety in the Multiple Case Study
While some counterproductive responses exist, no negative effects seem to
persist. However, the productive responses appear to have lasting effects, positively
influencing student thinking and behavior.
Productive Responses. The study pointed to increased self-awareness, increased
perspective taking, and increased action-oriented responses across cases. Two conclusive
study themes emerged as productive responses to simulation anxiety. Students present
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with increased perspective. All participants experienced a widened perspective involving
new learning, greater self-awareness, deeper appreciation for simulation, and
understanding of what they needed to do to improve. The other theme that emerged was
students demonstrating increased self-regulation. All the participants communicated
changing their behavior not only in subsequent simulation encounters, but also in other
areas of graduate school that presented with similar demands. For example, differences in
study habits and preparation methods changed. Routines such as how much caffeine or
how early to arrive also changed. Action steps for better performance were taken in
response to the increased self-awareness and perspective. These self-regulatory efforts
were a positive result of the students’ experience of simulation anxiety, which coupled
with adequate challenge, feedback, and self-efficacy. These changes in outlook and
changes in behavior are noted to be lasting or sustained over time – beyond the
immediate simulation encounter and carried over into other academic learning
experiences.
Counterproductive Responses. Some less desirable responses are also notable
within the study. Two conclusive themes emerged in regard to counterproductive
responses experienced in the multiple case study. Firstly, students experience involuntary
physical symptoms as a result of simulation anxiety. Sweating, increased heart rate, and
feeling flushed were just a few examples of the physical symptoms seen in the study.
Secondly, students experience “blanking out” with negative disruptions in thinking as a
counterproductive response to simulation anxiety. Disorientation along with limited recall
were also patterns seen throughout the study. Whereas each participant described it
slightly differently, all recalled “blanking out,” “blacking out,” or “drawing a blank.”
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These experiences were coupled with unfocused thoughts and difficulty with real-time
decision-making. None of the symptoms or cognitive disruptions were described as
lasting, and they mostly resolved upon exiting the encounter or shortly after the
experience. The productive responses appear to have prevailed according to the data
when compared to the situational counterproductive responses.
Connecting the Analysis to Current Literature
The conclusive themes demonstrated relevance to the current literature regarding
simulation anxiety (Giles et al., 2014; Nielsen & Harder, 2013; Shearer, 2016; Yockey &
Henry, 2019) and self-reactive mechanisms in higher education (Hart & Mueller, 2014).
Sources of simulation anxiety, both internal, such as having high personal standards, and
external, such as being influenced by the simulation environment or components, are seen
in current literature (Nielsen & Harder, 2013). This is also true especially when pointing
to students’ personal expectations, connections of the simulation content to near-future
practice, and perfectionistic tendencies (Nielsen & Harder, 2013). The “performance”
and simulation components as sources of simulation anxiety also relate to the established
sources of being watched, being recorded, and being evaluated (Nielsen & Harder, 2013;
Shearer, 2016).
At the time of this writing, a published study directly applying self-reactive
mechanisms to simulation anxiety, as is the aim of this work, does not exist. However, as
seen in the work of Hart and Mueller (2014) and Bandura and Cervone (1983), there are
clear connections to self-reactive mechanisms and self-regulation. Feedback mechanisms,
adequate challenge, and enough self-efficacy point to increased performance and selfevaluative effects (Bandura, 1997; Bandura & Cervone, 1983; Hart & Mueller, 2014). As
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evidenced by the findings of this study, self-regulatory behaviors and perceptions of
simulation experiences are productive responses to the experience of simulation anxiety
and the self-reactive influences. In keeping with the current literature regarding
simulation anxiety, the study pointed to similar physical responses experienced by the
MOT students surrounding the simulation encounters (Nielsen & Harder, 2013). While
difficulty concentrating or making decisions is represented in the current literature
(Nielsen & Harder, 2013; Shearer, 2016); a new phenomenon seen throughout the study
was the experience of “blanking out.” Overall, there appears to be consistencies seen in
this study of MOT students at UTHSC in relation to other studies examining simulation
anxiety among other healthcare students.
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Chapter V: Conclusions
Introduction
The last chapter of this work will investigate the study’s conclusions as related to
theory and current literature. It will also explore pragmatic recommendations that result
from the study outcomes. The significance of the study is discussed in relation to OT
educators and areas for future research will also be discussed.
Conclusions in Relation to Theory and Literature
The findings of this work directly align with Bandura’s (1986) constructs of
motivation and self-regulating behaviors within social cognitive theory. In viewing this
excerpt from his writing, one can make a clear connection:
People do not behave just to suit the preferences of others. Much of their behavior
is motivated and regulated by internal standards and self-evaluative reactions to
their own actions. After personal standards have been adopted, discrepancies
between a performance and the standard against which it is measured activate
evaluative self-reactions, which serve to influence subsequent behavior. (Bandura,
1986, p. 20)
The sources of influence for simulation anxiety were firstly a result of “internal
standards” and secondly out of need to perform well to “suit the preferences of others”
(Bandura, 1986, p. 20). Feedback, challenge, and self-efficacy were present mechanisms
throughout the simulation experiences explored in this study. Students’ reactions
involved feeling pressured to meet the high standards; feelings of self-consciousness and
self-awareness were also communicated. Temporary responses involving physical
manifestations of anxiety as well as difficulty focusing along with disorientation were
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emphasized. However, the productive responses seen as a result of the interaction of
students’ simulation anxiety and their self-reactive mechanisms involved changes in
thinking and engagement in self-regulating behaviors. When challenge, feedback, and
self-efficacy are reasonably and adequately present, responses to simulation anxiety can
involve temporary distress, but also result in lasting changes in thinking and selfregulating behaviors.
A shared experience among all the participants stands out – the incidence of
“blanking out” along with other difficulties in concentration. The participants of this
study did not disclose having any formal anxiety disorders. However, ccurrences of the
mind blanking out or temporary disorientation are not uncommon to those who have
generalized anxiety disorder (Munir et al., 2017), social anxiety (Hayes-Skelton &
Marando-Blanck, 2019), or even test anxiety (Nwufo et al., 2018). Otherwise, the
sources and experiences of simulation anxiety seen in this study aligned well with current
literature regarding other healthcare students’ experiences of simulation anxiety (Giles et
al., 2014; Nielsen & Harder, 2013; Shearer, 2016).
Conclusions and Pragmatic Implications of the Study
This study set out to explore the interaction of self-reactive mechanisms as first
defined by Bandura and Cervone (1983) and simulation anxiety as seen in modern
healthcare education (Nielsen & Harder, 2013; Shearer, 2016; Yockey & Henry, 2019).
The research questions sought to discover sources of simulation anxiety, the self-reactive
mechanisms involved, and responses of the participants in relation to their experiences of
simulation anxiety. Self-reactive influences of challenge, feedback, and self-efficacy
were examined. The challenge levels of simulations, the provision of feedback, and the
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levels of self-efficacy were perceived as acceptable. Whereas sources of simulation
anxiety pointed to internal, personal expectations and external, performance-based
comparisons. Overall, responses to simulation anxiety led to the conclusion that while
there do exist considerable non-productive responses to simulation anxiety, such as
involuntary physical symptoms and disruptions in thinking, the lasting, productive effects
involve broadened perspective and increased self-regulation.
Recognizing that simulation anxiety is a phenomenon that can negatively impact
students’ performance and emotional wellbeing is one of the primary conclusions of this
study. While the students in this study demonstrated lasting, productive responses, there
exists a host of possibly preventable counterproductive responses that could be addressed.
Addressing students’ anxiety levels surrounding a simulation encounter can involve
implementing evidenced-based, best practice recommendations for designing and
implementing simulations within healthcare education (INACSL, 2017). Specifically, a
thorough pre-brief experience should be incorporated into each simulation experience
whether using formative or summative assessment methods. Clarity on expectations and
objectives is key. Multiple methods of preparation and guidance for how to adequately
prepare for a simulation experience should also be considered. Preparation should not
discount gaining access to the simulated environment or components therein. Being able
to interact and practice in the same space in which the simulation will take place could
reduce day-of anxiety especially in regard to the novelty of the task and the environment.
Several students shared that in this clinic, there is the repeated exposure day-in and dayout to the environmental contexts and demands. Once in a professional work
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environment, even for a fieldwork experience, it is anticipated that there will be a
difference due to the familiarity over time.
Just as an occupational therapist would investigate the person-environment-task
fit -- the occupational therapy educator should consider the supports and barriers of these
three elements and their dynamic interaction. Developing the person could involve
fostering growth mindsets (Dweck, 2016) in the students who have a high need to
achieve and lean towards perfectionistic tendencies. Emphasis should be placed on the
purpose of the simulation, especially when it is meant to provide a safe context for initial
exposure to a clinical scenario or is meant to reinforce classroom concepts. Stressing the
learning opportunity from the beginning could counteract the “performance” mentality
faced by students entering simulation experiences.
Promoting the proper fit could also involve evaluating the assigned tasks to ensure
the just-right-challenge. The environment should be scanned at both the social interaction
level and physical interaction level for “noise” or distractions that could present as
hindrances to students’ performance. Consider limiting peer interaction especially while
waiting for a simulation encounter to begin. Having mechanisms in place to assist with
keeping a timely schedule the day-of, could also illuminate some of the anxiety affiliated
with prolonged waiting. Feedback should be provided in a timely manner, and the timing
and sources of feedback should be considered at all stages of the student experience –
before, during, and following the simulated encounter. When designing rubrics or
selecting components of a simulation encounter, prioritize only what is necessary, and do
not try to overload the experience. Select the items of greatest importance to not blur the
vision of the focus of the encounter.
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Recognize that, for whatever reason, students can experience moments of
temporary disorientation or “blanking out” which can interfere with their concentration
and performance. Consider allowing students to have the option of a “time-out” where
they could come out of character, recollect their thoughts, and begin again. While this
does not foster a realistic clinical environment, it may be a courteous offering to assist
those students who feel severely limited by performance pressure and tend to unravel
after such disorienting incidents.
Careful attention should be taken when training standardized patients to provide
appropriate feedback to students. Transparency concerning how and why the
standardized patients will be providing feedback should be offered to students ahead of
time whenever reasonable. Relatedly, faculty members or instructors can serve as
standardized patients to allow for interposed, accurate feedback throughout the
simulation encounter. In this study, the primary feedback that was mentioned being
helpful during the simulation encounters was that provided the instructors. This was
especially true when an instructor played the role of the standardized patient. In this
manner, both the patient and the student could press “pause” on the simulation, come out
of character to discuss a confounding concept, and then begin again with little to no time
lost.
Educators can also be encouraged that the lasting responses of anxiety-provoking
simulation encounters can align with the goal: self-regulated learners. Putting on the
pressure, so to speak, can serve as a mechanism for motivation to work hard and prepare
for a meaningful learning encounter. Monitoring the self-reactive mechanisms could be a
way to promote motivated learners and self-regulation (Hart & Mueller, 2014). Checking
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on students’ self-efficacy, providing timely feedback, and ensuring appropriate challenge
levels are all steps the educator can take in fostering productive responses among learners
engaging in simulation.
Limitations of the Study
This study was conducted at a single-site with five second-year MOT students.
The findings, therefore, are not generalizable. Although these implications do point to
specific areas to consider as occupational therapy and healthcare educators make
decisions for simulation, this study represents five cases at one point in time at one
University in the Southeastern United States. The participants of the study were students
known to the researcher, and the influence of power dynamics between instructor and
students cannot be overlooked. The simulations that the participants had experienced
entering into this study primarily involved standard patients, and not other forms of
currently used simulation such as manikin-based or virtual-reality scenarios (Bethea et
al., 2014). During the study, some technical challenges arose with trying to pull up
previously recorded simulation encounters that may have interfered with the participants’
responses in the second part of the data collection process. While the study does present
with limitations, it does have significance.
Significance of the Study
The information gathered in this study can be used to inform OT and other
healthcare educators on the types and sources of anxiety students surrounding simulation
encounters. In this way, educators may have a greater understanding on how to respond
to issues in simulation designs and implementations that promote the negative, or
counter-productive aspects of simulation anxiety in the learner. Healthcare educators can
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also be re-assured about the positive, lasting productive responses experienced by
students who perceive having adequate challenge, sufficient feedback, and satisfactory
self-efficacy affiliated with the simulation experience.
As fieldwork sites decrease nationally, more occupational therapy programs are
turning towards simulation experiences to provide alternative and supplemental pathways
to prepare future practitioners for the field (Spark, 2019; Reed, 2016; McGee & Sopeth,
2015). With standards set forth by the accrediting body (ACOTE, 2018), occupational
therapy programs are shifting to incorporate more and more simulation encounters
(Spark, 2019; Bethea et al., 2014). This research can inform occupational therapy
educators as they make decisions as to how to incorporate simulation experiences, and
how to address or prevent some aspects of simulation anxiety in the learners. Healthcare
educators using simulation may also find this work informative as to how healthcare
students’ experiences of simulation anxiety manifest. Sources of simulation anxiety, selfreactive influences, and student responses can be monitored through the same lens by
which this study has been conducted.
Areas for Future Research
This study focused on simulation encounters centered on student interactions with
standardized patients. Peers, educators, and trained community members were cast into
the standardized patient roles in the simulations represented in this study. However,
simulation involving standardized patients is just one type of encounter among many;
others could involve high-fidelity manikins, virtual environments, or low-tech equipment
(Bethea et al., 2014). With the current climate of higher education, and many programs
going online due to the Coronavirus pandemic, simulation anxiety should be examined
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when working with a non-human interface or patient. According to the educator
discussion boards through the American Occupational Therapy Association (AOTA),
there are currently many therapy programs are moving towards virtual simulation
experiences.
Other areas for future research could include simulation anxiety experienced by
non-traditional and minority students in occupational therapy education. Male
occupational therapy students are of interest since it is a primarily female dominated
field. Students of color and non-traditional learners are also recommended for next steps
of simulation anxiety exploration. Another avenue could involve tracking student
experiences across a curriculum in a longitudinal study. How simulation anxiety changes
over time could provide insight to educators incorporating simulation experiences at
points in time as students develop and concepts are shaped across a curriculum.
Because cognitive interference was a pattern of counterproductive response
throughout this study, other studies involving simulation anxiety should also consider
using the theoretical lens of information processing models. Another theoretical lens
which simulation could examine anxiety in healthcare students is through identity theory.
Four of the five participants identified as “perfectionists,” while one proudly stated she
was not among the perfectionist types. A study of this nature could couple with the lens
of gender and empowerment constructs.
Further inquiry into experiencing temporary disorientation or “blanking out” may
be of interest especially when exploring the relationships between different types of
anxiety and simulation anxiety. Related types of anxiety to explore alongside simulation
anxiety include anxiety disorders, social anxiety, performance anxiety, and test anxiety.
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Questions that arise from this study include: What were the experiences of those
students who reported low levels of simulation anxiety? What is the “just right” amount
of preparation given before a simulation encounter? How would students respond to
spontaneous simulation encounters when there would be little to no time for negative
anticipation? What do educators believe is involved in setting up an appropriate challenge
for simulation experiences? In closing, the trajectory of future research avenues is
substantial.
Conclusion
This study involved MOT students who reported experiencing “very much”
simulation anxiety following their first year in a graduate-level OT program. Self-reactive
influences of challenge, feedback, and self-efficacy were examined. The challenge levels
of simulations, the provision of feedback, and the levels of self-efficacy were perceived
as acceptable. Sources of simulation anxiety derived from internal, personal expectations
and external, performance-based comparisons. Overall, responses to simulation anxiety
led to the conclusion that while there do exist considerable non-productive responses to
simulation anxiety, such as involuntary physical symptoms and disruptions in thinking,
the lasting, productive effects involve widened perspective and increased self-regulation.
While simulation anxiety involves counterproductive responses and is affiliated
with uneasiness and disquiet, the stress can be a cue that something truly meaningful is
involved. The simulation experience could be a catalyst for growth, shifts in mindset, and
behavior change as seen in the productive responses in this study. I conclude with these
words of wisdom from McGonigal (2015, p.243), “Stress happens when something you
care about is at stake. It's not a sign to run away - it's a sign to step forward.”
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Appendix B
Initial Intake Form
Name (Last, First):
Date of Birth (mm/dd/yyyy): _____/______/____________
Race:
African American ______, White_____, Asian/Pacific-Islander ____,
Native American/Native Alaskan _______, Multi-Racial ______
Ethnicity:
Non-Hispanic _____, Hispanic ____, Other: __________________
Gender:
Male ____, Female ____, Other: __________________, Decline to Answer ___
Earned Undergraduate Degree:
Kinesiology/Exercise Science ____, Therapeutic Recreation ____, Biology _____,
Psychology _____, Education _____, Other: _________________________
Type of Undergraduate Institution: ____ public, ____ private
Written Answer: Describe any exposure to simulation you have encountered outside of
your occupational therapy education.

This form has two sides.
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Rating your experience of simulation anxiety: Simulation anxiety as it is defined in
this study relates to as the psychological unrest, pressure, or threat that can be
experienced surrounding a simulation encounter. Please use the following scale to
describe to what extent you have experienced simulation anxiety in your occupational
therapy education thus far. Please circle your selection.

1

2

3

4

5

Not at all

Very little

Somewhat

Quite a bit

Very much

Fill in the Blank: Should you be interviewed in the study, please share a pseudonym
(false name) by which you would like to be identified in the data.
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Appendix C
Semi-Structured Interview Questions
1. Tell me about your personal experience of simulation within your occupational
therapy education thus far.
2. What is your perception of the challenge level of the simulation experiences you
have had?
3. How have you felt about your ability to meet the objectives of the simulation
experiences?
4. What feedback stands out from the simulation experiences you have encountered?
5. Overall, how would you say you have responded in the simulation experiences
you have encountered?
6.

You identified experiencing simulation anxiety [quite a bit/ very much] in your
occupational therapy education so far. Describe any sources of anxiety that you
have encountered surrounding your simulation experiences.

7. Describe a simulation experience that you recall as anxiety provoking.
8. What factors influenced you identifying that simulation experience in particular?
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Appendix D
Lola’s Interview Transcription
K: So this is a laid back interview. I don't want you to feel like you have to answer a
particular way. I just have these questions because they relate directly to what I am
seeking to know. Feel free to elaborate as much as you want. If there is something you
think I should know that I am not asking, feel free to read me in. So, the first thing is I
would like for you to tell me about your personal experience of simulation within the
occupational therapy program so far.
L: I feel like the farther we get into the sims, it has gotten worse. Starting out I didn’t
really get anxious; I did a little bit. I would be nervous, but once I walked in I was fine.
But that sensory processing one, I could not get it together for some reason. I don't know
why. It is like I forgot everything that I knew about sensory processing. I even had it on
the sheet in front of me, but I couldn't form words.
K: Really?
L: Yeah. I was babbling. I was like this probably made no sense to this woman. I
wouldn't have understood what I just said. I would have had more questions afterwards
that I would before. I don’t know what it was. It was not the first one we have been
watched. Even the biomechanics one that was in here (motions to table) - of course I was
nervous.
K: In here, like on this floor?
L: No. I think it was on the second floor. We did bed transfer to w/c or w/c to bed. And I
had bed to w/c, which honestly I was nervous.
K: Was that a check off or more of a learning lab, the biomechanics sim?
L: No it was a check off; it was a grade.
K: Oh okay. It was graded.
L: I am trying to think. That wasn't a practical; it wasn't a sim. The first practical for
biomechanics, I was so nervous, I don't know why. I don't know if was because there was
so much writing on it.
K: Writing on the practical?
L: Yeah,and writing on these sims. I don't know I guess I put so much expectation on
myself, I make it worse that what it really is. I think I don't look at it as a learning
opportunity. I look it as, oh I have to do this right now instead of ,"I can learn from this if
I make a mistake." Whereas, I think I need to be perfect I guess. Not perfect, but close to
it.
K: So you said when you first started out in the program and started being exposed to
simulations you didn't have anxiety, but it has gotten incrementally or progressively
harder.
L: The first time we had in Foundations, when we just built an occupational profile, that
one [simulation] wasn't for a grade.
K: Okay.
L: But, it was the first one we've ever done so I was nervous.
K: Would you say you didn't know to be nervous for it or what to expect?
L: Well I didn't know what to expect, so when I don't know what to expect, that makes
me very nervous.
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K: So the unknown?
L: But I wouldn't say that I was necessarily anxious. I guess in a sense I was, but it wasn't
that bad. Once I walked in, I started talking to him. (as an aside) I had this cute little old
man. Once I walked in, I started talking to him and it was fine. I think it is just the graded
ones [simulations] that get me.
K: You said it has gotten worse. What are you attributing that to -- it getting worse
instead of better?
L: What do you mean by that?
K: So you said in the beginning it was low, and you did not have a lot of sim anxiety, but
it continues to go up.
L: See I don't know why.
K: So you are not quite sure and you can't quite put your finger on it.
L: Every sim before I walk in I take a deep breath, and I say, "Okay you can do this. You
know this." Normally, once I walk in and start talking I am fine. But that sensory
processing one [simulation] I think is what got me. I mean, I have no idea.
K: And you told me you felt like you had done a lot of written work before hand and you
felt prepared going in. It was all on the sheet in front of you. Is that correct?
L: Yes. I know what sensory processing is, but it is like I could not form the words to
explain it to that woman. I don't know why.
K: Okay. Alright this is what I am interested in knowing.
L: I could not tell you why. I knew the examples of the (lists out using fingers to count
the following examples) avoider, seeker, bystander, and (taps fingers on table). . . what is
that right corner? What is that right corner? I had them all memorized.
K: Yeah.
L: Yeah. I could have told you, but when I got in there I couldn't tell you anything.
K: Oh wow. Okay.
L: I don't know if maybe it is because I want to peds and I put more pressure on myself.
K: That's interesting. Yeah.
L: Because I knew it was for my peds course, it was for a grade, I don't know if that is
what made me so anxious. I mean . . . but even the one we had for adult with you and Dr.
Weisser-Pike, I was nervous for that one, but I wasn't as nervous because it was a
learning opportunity; it wasn't for a grade; y'all would help us if we messed up on
something like giving feedback. I guess I was anxious on that one, but it wasn't near the
sensory processing one.
K: And the most recent one was the one with Dr. Weisser-Pike and myself, is that
correct?
L: Mmmhmm.
K: It was the sensory processing one that you would say your anxiety was the highest
with that you can recall?
L: Yeah.
K: I am going to move onto the next question unless you think there is anything else that
you think is important about your experiences from . . .
L: I kept going on. Sorry. Just cut me off if you need to.
K: No! Absolutely not! I want to understand. What is your perception of the challenge
level of the simulation experiences you've had.
L: I mean they are not hard.
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K: Okay.
L: I mean you obviously need to be prepared. It is nothing that I am not capable of doing.
Like I said, I put a lot of pressure on myself, so that might be a lot of it. I set these high
expectations. I have been like that my whole life I don't know why. My mom gets onto
me about it. But I mean I don't know how to change it. I guess I just am a high achiever. I
guess. Even the sensory processing one, it wasn't a hard one. All I had to do was explain
what sensory processing is . . . the little . . . I can't think of the word right now.
K: The Dunn Sensory Profile?
L: Yeah, but the characteristic that the child was . . . (trails off)
K: Demonstrating?
L: Yes. That is all I had to do. And that is not hard! I would say the challenge level of the
biomechanics one was harder. I was moving a client from the bed to the wheelchair and I
could have dropped her, but I didn't!
K: Right.
L: So that one was harder than having to explain something.
K: So one was hands-on and one was just therapeutic education I guess or what an OT
would be educating a parent on -- where it wasn't hands-on, but you were monitoring
what you said.
L: Maybe that is saying something. I don't know. (laughs)
K: How have you felt about your ability to meet the objectives of simulation experiences?
L: I feel like I have done well except for the sensory processing one because I couldn't
get it together. I mean I didn't do bad, but not as well as I had hoped.
K: So would you say that you felt like you didn't meet your own objectives for yourself?
L: Well, I was in my head a lot.
K: What do you mean by "in your head a lot," if you don't mind me asking?
L: So like sitting in there during the simulation, I could tell that I could not get it together.
So, I was talking to myself like, "You've got to get it together; you've got to do this." I
don't know if I made myself more anxious. I feel like me realizing that I couldn't explain
would make me do better, but, I don't know if it made me do worse -- instead of just
letting whatever happen happen - instead of me trying to control everything in me head.
K: So you felt like there was a lot of self-talk going on during the sensory related
pediatric sim. Would you say it distracted you?
L: I guess you could say it did. It was basic words - I could not come up with basic
words. I am in grad school. I should be able to come up with basic words. I was like, I do
not even know what word I am searching for right now. But yeah.
K: I have been there -- sometimes in front of the whole class when I am trying to give a
lecture.
L: Or like when you are trying to present something and are like . . . um, um, you know?!
K: Yeah... you know -- umbrella!
L: I feel like there was something I was going to say, but I lost it. Maybe it will come
back to me.
K: Okay. Well interrupt me or interrupt yourself if it comes back.
L: Okay.
K: I want to hear what feedback stands out from the simulation experiences that you've
encountered.
L: I am trying to think.
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K: This can be feedback in any form. It can be feedback that you received from the
environment, from the standardized patient, from your peers, or from your instructors,
your grading forms, any type of feedback. What do you think about when you think about
feedback you've received from simulation encounters?
L: I am definitely learning what I need to know. I don't know it all. I am not supposed to.
Obviously there are areas that I can work on. I can't think of anything specific like an
area. I am trying to think . . .
K: Would you say your feedback was positive, negative, what you expected, surprising?
L: I feel like for most of them its been positive with maybe a few comments that I wasn't
expecting, but it was room for growth, which is good -- except for the sensory processing
one. It wasn't negative or like "you're horrible" or "you don't know what you're doing." It
was just like areas to work on like "maybe try this" or "start with this and then go into
this." So it was more constructive on how it could have been better, which is fine. I
wouldn't say I have had any bad feedback. It has all been good. It shows me my area that
I need to grow in.
K: In what ways has feedback informed how you approach simulation the next time?
L: For the foundations [simulation] we didn't get paper feedback. We made a blog post of
how we felt it went, which, she would comment on that. She would give feedback such
as, "I thought you did really well with this." It was more like me reflecting on the
situation. I don't know what I put in those blog posts, but there were several like "I
noticed this." "This is something that I need to work on." Maybe it was like positioning to
the client -- maybe I need to sit to the side of them and not in front of them, ask more
open-ended questions, don't rush . . . That is one of my things. I don't need to rush
because when I know it is for a grade, and I know I have a certain amount of time -obviously, I need to be able to explain what I need to say in that certain amount of time,
but I feel like that - that gets me more anxious. Like, okay, I need to say this, but I only
have this amount of time. I just try to word vomit it all out. Then it ends up not making
sense. I don't know if that is what happened in the sensory processing one; I knew I had
ten minutes. I had to explain what all this (motions to table such as where the paperwork
would be laying) was in lay terms. I don't know if that is what got me.
K: It sounds like you used some feedback from the environment and the positioning of
the standardized patient from the biomechanics onto jump to some conclusions on what
you would do differently next time from the first one that you talked about. It also sounds
like that time can be a contributing factor here. Would you say that is correct?
L: Yes I would.
K: Alright. So, overall, in general, how would you say you responded in the simulation
experiences you've encountered? It might feel a bit repetitive, but how would you say
you've responded?
L: I feel like I usually respond well. There is added pressure when I know y'all are
watching, but I feel like that is a good thing though because I know, oh, I need to make
sure I do this, this, and this. And the more I practice it, the more it will be engraved in my
memory. I need to make sure that I do this (motions with one hand) every time that I do
something like this (motions with opposite hand) so it just makes me aware of everything
I need to do. When I hear we have a I simulation I think, "Okay. Learning opportunity.
Put everything that I've learned to an actual, real-life scenario. I actually get to practice
it." Obviously, I get nervous.
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K: Sure.
L: I am like, "Oh my gosh. They are judging me (laughingly). They are going to think I
am horrible (mournfully)!" I guess I may just to try, "practice. I know what I am doing." I
usually try to be positive about them -- even if I know I didn't do (trails off) -- when I
walk out I am like, "Oh, well I don't know if that went very well." Then once we do the
debrief and we are like, "What is one thing you did good?" It makes me think, "Well, you
know, I did sit to the side of the client and make good eye contact. I was able to answer
all their questions." There were good things. I just don't always remember the good
things.
K: When do you think you have the most anxiety? Before, during, or after a simulation
encounter?
L: Usually before when we have to meet in the rooms on the other side (motions to other
part of the building). I would say it gets worse the longer we have to wait. When
simulations are --- we are told to be here at a certain time -- and simulations are running
behind, the longer I sit there, I get fidgety and I am like, "I am going to forget
everything." I guess I just get myself worked up.
K: Okay.
L: That is what happened in the biomechanics one. We were an hour behind because
people were able to do their re-takes or their re-dos immediately if they were like "Hold
on, I need to start over" before they ever walked out of the room. That pushed us behind.
But even with that one being pushed behind and sitting in there as long as I did, once I
walked in the room -- it was like it [simulation anxiety] left me, I was fine, I knew what I
was doing. I just talked to -- I think it was Danielle that was my client. I told her
everything I was going to do and then I was fine. I didn't even have to wait that long for
the sensory processing one . . .
K: Did you have standardized patients for the biomechanics simulation?
L: No, they were classmates. But we had them for the foundations [simulation]. I don't
think it was the standardized patient.
K: That made you more or less ( . . .) ?
L: I don't know if it was that she [the standardized patient] was kind of grading me too
that made it a little worse, I guess. I don't know I guess I feel like I had pressure from so
many different -- (lists on fingers) she was grading me, I was grading myself, and then I
had somebody watching me in a camera (motions to ceiling) that I had no idea where it
was. I don't know if that had something to do with it. I honestly couldn't tell you.
K: So the instructor was not present in the room?
L: No.
K: So you said, during, once you got in there, you felt differently than you did before you
went in. And you felt better?
L: During which one?
K: During the biomechanics simulation.
L: Yeah. During that I was fine.
K: What about afterwards? What did you feel?
L: Afterwards, I felt good because I walked out and I "locked the bed brakes, I locked the
wheelchair brakes, I moved the caster wheels." I was checking off everything in my head
and thinking, "Yeah. I did it all." Then, of course, when I saw Dr. Weisser-Pike, she was
like, "Good job!" So that made me feel better. I felt good after that one.
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K: Okay. Then during the sensory-based simulation with peds, how did you feel before
that simulation?
L: Nervous During it. Nervous. After it -- sweating bullets!
K: Would you say it was different or the same with your anxiety? It got worse instead of
better. Is that correct?
L: It progressed through the simulation. Yeah.
K: But with the other -- the biomechanics sim, it was bad and then got better . . .
L: And then I was fine. But I thought about that sensory processing simulation for like
days.
K: Really? And what came to mind when you were thinking about it?
L: Just different things that I could have done better. Because, my original plan was to go
in, explain something on the first page. I don't remember what it was. Kind of explain
what the term sensory processing is, how it is affecting her child, the -- I don't want to
call it a label -- but the characteristics that her child was expressing, what this meant, and
then do the sensory schedule. But that is not at all how it went. I got in there and I was
like, "I have about four papers in front of me. Which one do I want to start with?" And I
was just back and forth like, "I don't even know where I started." I don't know where I
ended.
K: So real time decision-making was difficult?
L: Yeah.
K: Interesting. Well thank you for sharing that. So, when I identified you as a candidate
for this study, you shared that you identified experiencing simulation anxiety "very
much" in your OT education so far. You have already told me a few, but I would like for
you to list out or describe any sources of anxiety that you have encountered -- that you
can pinpoint surrounding your simulation experiences.
L: Okay.
K: Sources of anxiety.
L: I know y'all give us a rubric, saying this is what is expected of you, this is what we
want to see out of you -- I guess it is just not knowing how it actually going to go until
you walk in the room. That is with any life situation, you are not going to know. I try to
plan out things in my head. Then when things don’t go the way I have them planned in
my head - which I mean I can adapt and move forward, but I don't know what it was with
that [pediatric] simulation that threw me off. I guess it would just mostly be not knowing.
K: So the unknown?
L: Yeah. Maybe the load of skills that we are looking at, so for the biomechanics
[simulation] there was transfers, but it was positioning of yourself, positioning of the
client, making sure you had all of the locks locked, just basic safety that you need to
know no matter what you are doing. I don't know why I did perfectly fine in that one and
then couldn't explain anything [in the pediatric simulation]. Maybe I secretly thought I
didn't have an understanding of what sensory processing is, so I was like -- if I don't
understand it, how am I supposed to explain it to somebody else. I don't know, honestly. I
don't know (sighs & laughs).
K: So you said that some of the sources are the load of skills and the unknown.
L: The unknown, yeah.
K: Any other sources that you say definitely made your anxiety go up either before or
after or during the simulation encounter.
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L: I guess it would just be the expectations that I put on myself.
K: Okay.
L: I always think that I need to make a certain score, which the score is not even what
matters, it is what I learn from the experience. But, I always think I have to make this
certain grade. I don't know why I do that to myself because I stress myself out more. I
have always done that though. I did it in undergrad. I do it now. I don't know why I do it.
I've tried not, but . . .
K: Not so much?
L: I'll say, "If I just make this grade, I'll be fine." Then I make that grade and I am like, "I
could have done better. I should have done better." Then I beat myself up over it.
K: You are hard on yourself.
L: Yeah.
K: Me too.
L: I did that with one of my knowledge checks the other day. I was like, "I know this is
right answer." But then I second guessed myself and was like, "But it could be this. I am
going to go with this." Then it was the other answer and I was kicking myself. I was like,
"Leah, you should have known that, you idiot! (laughs) You knew that answer."
K: So I am hearing some negative self-talk.
L: Yes. I have bad negative self-talk, but I am working on it. I am trying to positively
encourage myself. Like, "You know this. You can do this." So if you ever catch me
talking to myself . . . don't be alarmed, I am pumping myself up.
K: Okay.
L: I am like, "You can do this. You know it."
K: Okay.
L: Don't be like, "Okay I need to walk her over to the mental institution and get her
admitted."
K: Any other things that make your anxiety go up that you can identify around a
simulation experience? You said waiting earlier.
L: Yes, but it is in the rooms like in here.
K: In a debriefing room or. . . ?
L: Even for some of them we go to the little cafe and talk it out before. I will be nervous,
but it not until I get in one of those rooms that it hits me, and I start sweating bullets.
K: When you are in the simulation room?
L: Yes. But right now I am fine. It is not just walking in that gets me.
K: That is part of why I wanted to do interviews over here, so that you would have some
context clues to remember
L: But it is just those - the way the tables are set up, everybody's - and it might be that
everybody is talking about it beforehand and their nerves get to me, and I can't handle
that. I get myself more nervous because I get to thinking about what they are thinking
about. Like "Oh gosh, what if I have to do that? I haven't even talked about that. I haven't
even practiced that."
K: So, feeding off of your peers?
L: Yeah, feeding off of other peoples’ nerves. That's another reason I try not to get to the
simulation too early, but we are always told to be there ten to fifteen minutes. So, I
usually try for ten minutes.
K: And if it is running behind?
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L: Then I sit here for an hour and I listen to everybody talk about how nervous they are
and how they practiced this. I am like, "I didn't practice that!" Then I am over here trying
to learn it real quick thinking, "I need to refresh my memory on that." I would say (lists
out on fingers) waiting, other peoples' nerves, not knowing, and the load of skills - which
I mean, I have to know it anyway. So it is just a learning experience. I wouldn't
technically say the load of skills specifically towards simulations. I would say the load of
skills toward that first practical - it was just a practical - where you had to know range of
motion for everything. Then I only had to perform four. Here I am spending Friday night
to Sunday night going over and over and over and over all the ranges of motion and still
freaked out when I got in there. I need to know it, but I feel like it could have been
broken up.
K: Okay. Moving on, I would like for you to describe, and you've already done this a
little bit, but take me step by step through a simulation experience that you recall as
anxiety provoking.
L: Sensory processing one! I don't know if I compared myself to the way that you and Dr.
Lancaster did it, but I had my papers, I practiced it, I'd gone through it with my husband.
I said, "Ask me this question," He doesn't really know what questions to ask me when I
am trying to go through information. So the first time I was like, "Okay, I am just going
to tell you this information. Tell me if you understood everything that I said. Is there
anything I could have said differently?" So we did that a few times. Then I was like,
"Okay ask me a few questions." He was like, "I don't really know what questions to ask
you." So I was like, "Ask me this or ask me this." I went through it that way, but I guess
it was just another part of not knowing what they were going to ask me. I couldn't
practice with him like as another classmate; I can go to multiple classmates and say,
"Okay go through this with me. Ask me this question, and then another classmate may
ask me the same question, but could also ask me another question that I wouldn't have
thought of that would help me prepare. I guess that would be an advantage of doing it
with classmates.
K: So you didn't use any peers. Is that correct, to prepare? It was just practice with your
husband?
L: Well I did before. I practiced in the cafe with three other people. But, it was just us
going through our introduction, what we were going to say, how I was going to explain it
versus how so-in-so was going to explain it. Even then, once I got in there, what I thought
I was going to say wasn't what I said at all. I mean it kind of was to an extent, but a lot of
what the points I wanted make sure to say, I didn't say because I got so anxious.
K: Would you say you felt over-prepared or under-prepared or just right going in?
L: I would say just right going in cause we had talked about it in class, I knew what it
was, I knew what I was trying to explain, but I honestly couldn't tell you what happened.
We were standing outside the little room before we typed in our username and password.
I normally take a deep breath, type it in, excel my breath, tell myself, "I can do this; I
know this." Normally when I walk in I am fine. I get my Germex on my hands; rub my
hands together (laughingly)
K: Is that the routine you followed that day?
L: Mmmhmm. I don't know what it was.
K: Do you remember how that session played out? Do you remember step by step, what
happened?
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L: I walked in. The stool was over here (motions to one side), so I asked her, "Do you
mind if I sit over here by you?" I pulled the stool over there, sat down, I was right next to
her. I don't know if a lot of it was I knew it wasn't an actual mom of a child that I was
trying to explain this to. She is very distracted. She kept looking at her phone. I was like,
"Okay, don't get distracted by that." There was a lot of me talking in my head like,
"Okay. Don't be distracted. Keep talking. Oh crap! What was I saying?" So I am looking
at my problem thinking, "What am I even trying to say?" Then I couldn't think of the
words I was wanting to say. I was trying to explain the threshold and how her child
needed more input. But I couldn't come up with ways of saying "more input" and actually
explaining what kind of input. Then I went into -- I didn't say "normal," I said "typical."
We typically don't need as much everyday things, it is enough for us. She needs that
"extra" and I just couldn't explain the extra input. I couldn't come up with an actual
example. I don't know if that is what threw me off. I was struggling to think of something
in the moment. I don't see why that would throw off the whole simulation though because
normally I can bounce back from those things. I don't know if something after that (. . .)
Oh! I remember what I was going to say earlier!
K: Okay. Go for it.
L: Also, that is when all that was going on with my uncle I am pretty sure. For some
reason the fall term, after mid-October we went from nothing -- from zero to a hundred
really quick. In that span of time, I felt like I stayed stressed out. I don't know if other
stress played into that so maybe that is why I couldn't think straight, and I couldn't come
up with an example. I don't really know. I don't remember the exact date of that
simulation. Was it November? Or was it the first of December?
K: I want to say it was November fifteenth, in the middle of November.
L: Oh yeah. That was right after all of that going down with my uncle. Yeah.
K: Do you want to elaborate or do you care not to?
L: Yeah. That's when - it was actually I was on fieldwork when my mom called me.
K: Okay. That was September.
L: She was like, "Okay I just wanted to let you know this is what is going on." She kept
me updated. I was like - no big deal. She was giving me daily updates. Then I got back.
He was sent home. When he got home from there, he was still walking -- not well, but he
was mobile. Then he wouldn't walk, couldn't hold his eyes open, wouldn't eat, wouldn't
drink. So, my dad called me -- it was some time in October -- third week of October?
Second or third week of October to come visit -- he was like, "Hey he is not doing too
well. Y'all might want to come just in case - you know." So we went and saw him. Then
it was probably a week or a week and a half later my dad called my husband because I
was in class. He was like, "Hey I didn't want to bother Lola and get her stirred up, but it is
not going to be long. Y'all might want to come." It was a Tuesday night. It was right in
the bulk of everything that was going on with school. I was like -- it was a night that I
needed to get stuff done, but I needed to go see him. So we went, and then the next
morning he passed away at like 5 am. No, it was 2 am. My mom called me at five.
K: And you were still home or you had come back here?
L: No, I had come back here. It was actually November the sixth because it was Jessie's
birthday. I walked into class and she was like, "Do you need a hug?" and I said, "No,
don't hug me because if you do, I am going to bawl." So, I finished out that week, and
then went to the service and all that. I think during all of that I didn't really process it
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because I was trying to be there for my mom because she really struggled with it. Then I
think it hit me later on, so I don't know if some of that stress just carried on with me. I
don't really know. Like I said, I was trying to explain that her child needed more input.
Of course she asked me the question, "Does this mean my child has Autism?" And I was
able to say, "No. This is something totally different." I was able to explain all of that.
And then, I am trying to think, oh, we went into this sensory schedule, and I was just
giving ideas. I was like, "This isn't necessarily exactly what you have to do." But it was
like everything I said she had something to say about it like, "Oh well we can't do that or
we can't do that" or "we don't have that." And I am like, "Oh okay." So I am like coming
up with -- I did pretty well with coming up with things off the top of my head and was
like, "Well we can change this to this." I remember I said something about oranges, no I
said something about smoothies. She was like, "well we don't have a blender." I said,
"We can do something like oranges or lemons or something to get that oral input." I was
saying something about straws; I said she could use peppermints. I did the oral -- what
are the three? Oral. . . It's bad I can't even think right now. It is the three main things you
want to include in your sensory schedule. I had all three of them. I had examples. I had
multiple examples. I was like, "Okay if she nixed that one, I've got this. If she nicks that
one too, I've got this one as a backup!" I had like ABCDE; so I was good on that part and
then I was able to say the behaviors that she was probably seeing that her child was
expressing -- I think it was mainly not being able to come up with examples of the extra
input that her child needed. I don't know why that would have thrown me off so much.
Cause normally, if I can't think of a word, I will reword the sentence or just keep talking.
I don't know if I just got so fixated on being able to explain that, I don't really know.
K: Then afterwards, what did it look like after you walked out of the room?
L: I went to the debrief and I had to identify something that I did well. I am trying to
think. Oh I said that my positioning to her -- that I was able to explain to her that this
does not mean that her child has Autism. There was a few other questions that she asked
me that I was able to answer -- not like false hope or anything, but "This is not what this
means, but there are further things that you can do." Then I am pretty sure we had to
identify an area that we needed to work on. I think I said - I don't remember what I said,
"being able to explain it in terms that she understood." I guess that is what I said. It was
kind of along those lines. I don't remember if that is exactly what I said. But yeah.
K: Earlier you said your anxiety level was higher after the fact than it was beforehand.
L: It was like right after - walking out, going into the debrief room.
K: What was going on with you at that point, when you say that your anxiety was boiling
or something
L: I was sweating bullets!
K: You were sweating bullets is what you said!
L: I guess just knowing that I struggled explaining that so much -- I was like - I just
pictured that. I was like, "I did horrible. I am not going to get good feedback." It was
basically negative self-talk.
K: And you were anticipating negative feedback
L: Yeah and I was telling myself everything that I did wrong, everything that I could
have done better, what I should have done, "I should have practiced more. I should have
done this, I should have done that." Then I got in the debrief room and of course
everybody is talking about how theirs' went, saying how nervous they were, blah, blah,
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blah - so that makes you feel better. Then you're like, "I am not the only one who screwed
up." But then once the professor starts talking to you like, "Okay let's pick this apart.
What did we see that we did well? What did we see that we could work on?" There is
another question she asked, but I can't remember what it was.
K: Was it Dr. Lancaster?
L: Maybe how we felt or how the simulations made us feel - maybe?
K: Sometimes they ask you if you are going to do it again tomorrow, what would you do
differently.
L: That might have been it.
K: I think usually her first question is usually to get a general reaction to the simulation.
L: Yes! It was! I told her I was very nervous - because I was. Then I was nervous during
it, then I was nervous after it; then, I thought about it for four days. But yeah, I mean, I
don't know. We haven't had one since that have we?
K: You had the - it was more of a learning sim- with the line management.
L: Oh, yeah! And see I was fine with that one. I was nervous because - like "Oh my gosh,
all these lines . . What do I do?" But once I thought it through . . . It was a little -- I had
three people in my group -- I do think three was a little excessive, but also kind of good
because I am thinking one thing, and I trying to relay that, but somebody else is thinking
a different thing and they are trying to relay that. Because you were like standing there
and I was like, "Guys, she is about to fall. We have got to do something quick"
Everybody is like, "Okay well what are we going to do?" and I am like, "Well we have
got to do something. I am about to drop her." But it was good because you have got to
learn to work together. So we were like "Okay." We sat you back down, and said we are
going to go this way. We got you to the chair and it was fine. I don't know if it was
because that one wasn't for a grade, but I have done fine with all the ones that were for a
grade. I don't know why that one got me so bad.
K: You have already answered this partially. This is the last question. What factors
influence you choosing that sensory simulation in particular?
L: I have never felt the way that I felt the way that I felt before that one. I could just tell
before that one like, "I don't feel the same."
K: Even going in?
L: Even going in. I could just tell I was like more anxious. I couldn't put a finger on why.
Cause, like I've said, I get anxious, but never to that extent. It is like I lost control of what
was happening.
K: So you felt like you had lost control even before you went in or after?
L: I wouldn't say necessarily loose control, but I would say I didn't have control over how
I was feeling.
K: Gotcha.
L: I mean I don't really know how to explain how I was feeling. You know how you feel
nervous, and then you feel super nervous. Like, "What am I going to do?" You are
sweating - palms, bottoms of your feet - like breathing, "Like, oh my God - I don't know
what I am going to do.” I get like that right before, I take my deep breath, and I am fine.
But this was prolonged. I was like, "This is not right."
K: Would you say you had physical symptoms of anxiety going in?
L: Yeah. I guess you could say that. I got really hot before, which I mean I normally,
typically - kind of start sweating, but it was continual
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K: Your body temperature?
L: Yeah. It was skyrocketing.
K: Interesting. That really concludes my questions. Was there anything that came to mind
as we were talking that came to mind that you found relevant or that you think is
important for this information?
L: I don't know if this has anything to do with it but even for - I feel like since I have
started school, like I was okay -- even anatomy practicals I did fine. I didn't - I would get
nervous before when we had to wait in the little hallway, and then they opened the doors
and we went in and then I was fine. Then that one biomechanics practical, I got super
nervous. I was nervous the whole time. I just couldn't get it together. But, I did fine! Then
we had the second one. I did fine. I missed all the ones in Foundations. We had all those
in foundations. I did fine. I even been watched multiple ones. I've been graded on
multiple ones. It must have been my stress. But, I was stressed in all the other ones too.
So, I don't know.
K: It sounds like you are comparing simulation to practicals as being very similar. Do
they link up in your mind? There's a few times that you have mentioned both of those. Do
you see them as the same?
L: Well I guess so. Depending on the practical - like biomechanics - it was a test of my
knowledge and my skills, which is what a simulation is, but the simulation is more, in a
sense, real life. I wouldn't say, necessarily real-life, but it is more of the clinical base of it
than what I would see. Whereas, the practicals aren't. But I am getting graded on both of
them; I am being watched. I guess I would compare them a little bit, but not really. I
guess I was just comparing them like how stressed or anxious I get over them.
K: Sure. Sure.
L: I guess because I know that a lot rides on them, because they are always a higher
percentage of our grade. I don' know if maybe that has something to do with it. Like I
know, "This is a big percentage. I have to do well." I have all these expectations like,
"This is what is expected of me. This is everything I need to do. This is everything I need
to say." I don't know. I really don't.
K: Is there anything else?
L: I think that is all I had to say. Yes.
K: Thank you.
L: You're welcome.
Member Checking Notes from 2/3 at 2:30 p.m.
Lola confirmed that while on fieldwork in September, her mom called and said her uncle
was not doing well. Things declined from there. Lola chose to omit two words from the
above transcription. The final, approved form is featured here.
Initial findings checked with Lola:
• Peers influence anxiety negatively before simulation
• The fear of unknown
• Pressure of being watched/performance pressure
• Re-thinking the scenario after the fact – “dwell on it”
• Self-inflicted pressure to do well – focusing the grade vs. learning opportunity
• The influence of negative self-talk
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•
•

Able to pull out positives with help of peers & debrief
Anxiety – building before hand & hits the highest point before the simulation
(immediately up to entering)- when typing in name and entering the door, During
– levels out – able to problem solve & “talk myself down,” After – for SP sim
went back up to a high level, but other sims it will immediately drop, drastically
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Appendix E
Sabrina’s Interview Transcription
K: Okay, just talk in a normal tone. It will pick up and will be fine. Okay?
S: Okay.
K: You said you wanted to be called Sabrina. Is that okay?
S: Yeah.
K: So when I send you the transcript, it will be "S" - that's you and then it will be "K" for
me. If you decide to keep going with data collection, then I will continue to use Sabrina
and I'll let you check the transcript before we do our next data collection time. Just feel
free to answer these questions in whatever way you interpret them. If you need me to
restate it or rephrase it, feel free to ask for that. If there is something I am not asking that
you think is relevant to the topic, feel free to elaborate as much as you want to. These are
just the starting points to help me answer some of my research questions. But, I am
interested in really understanding your perspective.
S: Okay.
K: So, tell me about your personal experience of simulation within your occupational
therapy education so far.
S: I think it has been really good and positive learning experience. I feel like the
professors have done a really good job of adjusting and modifying all the simulation labs
as appropriately for our learning experiences as possible. They haven't really been worth
that much. It is more about having the experience as opposed to being graded so harshly
on something and practicing giving the SLUMS assessment, or positioning, and transfers,
and things like that. And having the opportunity to have feedback afterwards is really
helpful.
K: So you feel like it has been positive, and fair it sounds like. Maybe?
S: Yes.
K: And you feel like it has not been pressure for grades. Is that correct?
S: Yes.
K: But, part of - you said that you are 4.5, maybe not a 5 on the sim anxiety scale. Can
you talk a little about that?
S: Yeah. So I didn't put five because I try to remind myself that yes, it is lower stakes and
it’s more so just to get a grasp on a concept or a certain technique that we need to
practice. But, I think just the knowing that somebody is watching me and critiquing,
whether its good or bad -- I feel like it puts a lot of pressure on my performance. And so,
I become hyperaware and like focus in on the tiniest details that may or may not need to
be attended to at the time.
K: Yeah. So, people watching you ...
S: Knowing that they are professionals and they are going to be give the feedback and
everything. Obviously, no one's been rude or mean or anything like really negative.
K: Okay. But you felt like that the knowing that someone else is watching and critiquing
or grading you is something that pushes you toward the end of the scale than the lower
end? What is, you talked a little about this, your perception of the challenge level of the
simulation experiences you've had?
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S: It depends on what class its for and what the sim is on. We've had a couple where I
feel like there was a lot more material and information to be familiar with going into, so
that leaves more room for like -- there is so much information in my head and now it has
just become a whirlwind because I am nervous now. And that can make it harder. But, for
example, the last one we had when we were in a group of three, I remember feeling very
anxious, but also I knew I had my peers for support or somebody to pick up a mistake
that I may have made or something I may have missed. And that made it a little easier and that was it.
K: So can you tell me a little bit about what is going on in your mind, or what is going on
I guess in your mind and your body when you are thinking about that whirlwind and that
lot of material to recall in simulation.
S: Physically, I feel my face getting very flushed, my heart rate is racing, my mind is very
foggy -- its not clear, everything is kind of a blur to the point where I can't focus, and that
is where like having notes in front of me, if we are allowed to have them - really helps
me. But, even then I'll feel so nervous that for example I'm like, "Okay what do I have to
do next, I am drawing a blank." Then I'll look down on my sheet and I can't automatically
identify it where it is in front of my where I have it written. So, either I will miss it or I’ll
freak out because I'll think, "Oh my God, I am taking too long trying to find out where I
am even though it is right in front of me. So, physically that is what is going on and I
guess, mentally - yeah - that's pretty much what's going on.
K: So you said it is hard to focus on what's in front of you and even if you have the next
step glaring at you on the paper, it is not clear. Is that correct?
S: Yeah. And I am also thinking things like, "Okay, [Sabrina], smell the flowers and blow
out the candles" trying to control my breathing like in that pursed-lip breathing. I can't get
it together in the moment.
K: Okay. So are you doing some inner speech and inner talking to yourself in your mind?
S: Yeah.
K: Read me in on what that sounds like - on what you are saying to yourself.
S: It's a lot of like, "It's okay, Sabrina. It's just a simulation. You need to calm down and
try to relax. You can do what it is that you need to do. It's not very high stakes." Just like
reminders of what it actually is, which also translates to like real life. I find myself
mentally -- like my inner voice I guess is pretty clear, but my body just responds the way
it wants to.
K: Okay
S: Not the way I want it to I guess.
K: So you are trying to control the outward behavior with the way you are thinking, but
your body is not always getting the message.
S: (Laughingly) It's like, "No, we're going to be nervous. I don't care what you tell me."
K: (Laughs) Does your speech ever go the opposite direction? Your inner-talk to yourself
- like you just said you do a lot of self-reassurance or calming talk to yourself. Do you
ever have the opposite where it is kind of negative to yourself?
S: No. I think the most negative it gets is like getting pushy. It's like, "Alright [Sabrina]
get it together!" But not ever like, "Oh you're so dumb" or "you're so stupid." I try not to
talk to myself like that.
K: I hear you.
S: Cause that is not going to make things any better.
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K: Sure. I am going to go to this third question. How have you felt about your ability -yours' specifically - to meet the objectives of the simulation experiences you've had?
S: I think I do fine. Um. Obviously there are mistakes and everything, but overall, I feel
like I prepare well enough whenever we’re given the rubric and instructions and like you
know kind of what to expect and I've practiced with a peer or two - that I hit most if not
all the points to the best of my ability. Of course, I'll reflect on afterwards - like, “Oh I
could've done this better" or "that better." But in the end, after all that's over, I know that
it's okay.
K: Sure.
S: So, I feel like I do fine.
K: Tell me about when you first receive a simulation assignment or hear about it in class,
how confident do you feel in your ability to be able to do well in that simulation?
S: It's kind of ironic because whenever we get the instructions, I'm like, "Oh, this is no
big deal."
K: Uhh-huh
S: But then I get in there and I'm like, "Oh no!" It's not until I get into the room that I start
experiencing like all this anxious phenomena.
K: So beforehand, would you say you are pretty calm -- before a sim?
S: Mmmhmm
K: Up until the point you walk in the door or tell me when do things start to change for
you?
S: I think I start getting a little bit jittery as we are getting closer to the time whenever we
are sitting in the conference room and everyone's kind of like chit-chatting. I start getting
a little bit nervous, but even outside of school, in my own life, I can tell it's like, "Okay, I
am starting to get nervous. I have a feeling this is going to go downhill and my symptoms
are going to get amped up." And so it's not until I get into the room or actually, once we
log in and the voice is like, "Okay you can start your sim. Walk into the room." Then it's
just like a wave of anxiety and I don't know why.
K: How is it when you are around your peers when you are waiting?
S: The room is definitely tense. Obviously like we don't talk about the sim until after our
entire cohort's done and then through it. But, we might ask each other like, "Oh how did
you prepare? How do you feel about this? Is anybody else nervous?" But you can feel . . .
K: Like going in beforehand (clarifying)?
S: Yeah. Or just sitting in the room. Even when we are logging in, you can tell everyone
is kind of anticipating an exam, a sim, something we feel like we need to perform well at.
K: Yeah. So, let's keep going here. I am interested in knowing about what feedback that
you've had that stands out from the simulation experiences that you've encountered. This
can be feedback from the standardized patient, like how they've responded to you. It can
be feedback from peers and what they said about how you did or even how they reassured
you or feedback on your graded form or during the debrief that you received from
instructors. It could be feedback in a broader sense like from the environment - like I kept
trying to push the hospital bed -- it wasn't working -- those kind of things. I am interested
in understanding what feedback really stands out in your mind from simulation
experiences.
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S: One time we had a positioning and transfers sim and (laughs) I'm very good friends
with the person that so happened to be my client. So, from the beginning it was hard to
stay professional.
K: Yes.
S: But we kept it together. And she was in the bed (laughs). And I went to put the bedrail
up, and I thought I locked it into place, and I let go and it just immediately drops. And we
both were trying to hard to keep it together. So, I didn't know. I was like, "I know this
wasn't my fault, but the professor's in there watching and I don't know if he understands
that I did this wrong or maybe I did it right." And so that was going through my mind and
he sees me giggling or trying not to giggle, I guess. So I didn't know if that as going to
reflect poorly on my feedback. And then, most recently . . .
K: And did it? Do you remember what your feedback was?
S: No. Apparently lots of people had trouble. There was one student who was pushing the
button and the bed just wouldn't respond, so there were like technical issues and that's not
our fault.
K: No.
S: So, I don't think that would be fair regardless if somebody was like, "Oh, well you
didn't fix the bed!"
K: Right. So the environmental feedback was . . .
S: Yeah. So. Just adapting to that -- under pressure. But then I remember it was our last
peds sim lab -- I remember that was the most nervous I'd ever been because I had coffee
beforehand. I just ordered a regular latte from Starbucks, but I can't -- my natural anxiety
plus the stimulation of caffeine, that is more than I am used to because I brew my coffee
at home, but I guess Starbucks has like something special in their coffee. I don't know
what. I was . . . I am not going to say that. So that is when I recall my symptoms being
worse. But I remember in the debriefing room I got praise from two professors that stood
out to me and it was all very positive and enlightening. I was shocked to hear it, but also
relieved.
K: Wow.
S: I felt very good about myself afterwards -- cause I don't remember that sim at all.
K: It's a blur.
S: Yes.
K: Interesting.
S: In terms of the environment also, my client for that sim - she wasn't the most talkative
or the most personable. I think it was just her personality, so I think at the end like when
we had to ask questions, and I was like, "Do you have any more questions for me?" and
she was like, "No, I'm good." Like, "Are you sure? she was said, (emphatically) "No! I'm
good!"-- like, "Okay."-- Awkward bye (smiles and shakes head)
K: (Laughs) That's hard. Okay - so any other feedback that stands out in your mind?
S: Mmm-mmm (shakes head, lips rolled in)
K: Okay. Overall, how would you say you have responded in the simulation experiences
you've encountered?
S: Can you give me an example?
K: So, I guess when you -- maybe do or don't do this -- I kind of grade myself after I
walk out of an event where I felt like I was having to perform or show up big in some
form or fashion. And - even after a lecture I'll say, "Today was 5.8 out of 10." You know
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I'll just kind of - there is this self-evaluation that takes place in my head. So I am
interested in hearing about what your self-evaluation has looked like or sounded like after
simulation encounters or, you know, during. Kind of tell me about your response to your
experiences.
S: So after each sim I feel like - I just take a second to sit down and let my nerves settle. I
feel like the first thing I do is kind of look at the rubric and see -- "Okay, I did that. I did
that. Probably could have done that better." But, regardless of how anxious I knew I was,
I feel like I can reflect back objectively and in a fair way and try to think about what it
looked like -- of the perspective of whoever is evaluating us. So like some things are out
of my control and I'm like, "Okay, I am not going to be graded unfairly for that"
K: like the bed?
S: Or, maybe I was visibly nervous, but I was still able to speak maybe it was shaky, but I
could get my words out and get the information that specifically they asked for -- out and
maybe that will be okay. And I remind myself, "It's low stakes and whatever happens, I
know I am not going to get kicked out of OT school. I am not going to fail, and it's going
to be okay."
K: Would you say you are tempted to think that way sometimes, and you have to talk
yourself down from that or kind of - I want to understand what motivates that dialogue
for you that states, "I am not going to get kicked out of OT school" you know "this is not
a make or break"
S: I think it's more of a friendly reminder because
K: Okay
S: because I remind myself beforehand, but then during I forget all of that and then
afterwards I remind myself. It's like, "It's okay. You were nervous, but it's okay -- no
matter what."
K: Exactly.
S: Just kind of reassuring myself -- not like, "Oh you were terrible! Oh wait, no, you
weren't terrible!" It's not like this internal, negative versus positive conflict going on.
K: Okay. So would you say overall you have responded well or positively to simulation
experiences or otherwise?
S: Generally, yeah. I think well. And even if I made a mistake or something that kind of
like lingers in my mind after that - like "Oh, man! I really could have done that better." I
try to tell myself -- it's like, "Okay, well regardless if you think you did right or wrong,
maybe it won't reflect on your grade as much as you think it will. And - because you
messed up, you learned from it." So, I try to frame it in a very positive way.
K: Yeah. Okay. Cool! So you identified experiencing simulation anxiety between quite a
bit and very much in your education so far. I'm interested in really understanding any
sources of anxiety that you have encountered surrounding your simulation experiences.
So sources that you say happened beforehand - like what causes anxiety before you go
into a sim, during the sim, and even after or following the simulation. What are some
sources that you can pinpoint that kind of make your anxiety go up?
S: So before the sim, just practicing and preparing for it -- I think the fact that in a way it
is structured and it's not in a natural environment makes me feel like it has to be
formulaic or almost perfect.
K: Uhh -huh

172

S: So it is easy to focus on little details when in a realistic setting, it might be more
naturally flowing, so there is more to think about. But also, it is just lack of exposure.
We're not exposed to the real-world yet. We haven't practiced yet or anything like that so just the unfamiliarity with how to interact with clients, whether they are real or not. It's
like I don't know if I am doing this right whatsoever. So that can be kind of scary - even
though it's not real. And then I expressed everything that goes on in the moment
physically, mentally, emotionally - all the physical symptoms, my heart rate, face
flushed, it gets really hot, I start stuttering or my voice gets shaky - I get shaky. Mind is
foggy.
K: And so those are some of the symptoms of anxiety. Do they make your anxiety go up
as well or do you think they are just the manifestation of your anxiety during the
simulation?
S: I think they manifest themselves, but then once they start interfering with my
performance, it makes me more anxious. Like whenever I said it's like I am so freaked
out, I can't even tell where I am on the paper. Or my voice is shaking -- "You need to
chill out." But, it's actually amping me up more.
K: So tell me what you think gets those symptoms started? What do you think initially is/
could be causing it during the simulation?
S: That's a good question. I ask myself like, "Sabrina, why are you so nervous?" Yeah,
it's school, it's really important, but like it's not that big of a deal. It's not end all - be all.
And so, I'm actually not - I can't pinpoint a root cause of it.
K: Before you told me that somebody watching you - somebody that you are equating
with "expert" or "professional" that knows what you are supposed to be doing. Would
you say that that is possibly . . .
S: I think that contributes to it. I think another thing also is that naturally I experience a
lot of social anxiety.
K: Okay.
S: And so. . .
K: Can you unpack that a little bit? If you don't want to, you can pass on that.
S: Oh no, you're good.
K: So tell me, tell me what that means for you.
S: (Breathes in deeply and sighs) I guess whenever I am not very close to a person,
maybe they are just an acquaintance or just a friend, it takes me a long time to warm up to
them. I think that I'm self conscious about how they perceive me, and I try to remind
myself -- it's like, "Okay that doesn't matter whether they like you or not. You are your
own person." And I try to give myself positive feedback, but - I don't know why I get so
scared talking to people.
K: Especially if you don't know them well or they don't know you well?
S: Yeah. I get very shy. I avoid eye contact and maybe I come off as standoffish. I don't
know. My mom told me I've been that way ever since I was little. I recall her picking me
up from school and she'd ask me, "How was your day?" -- "Good." "What did you have
for lunch?" -- "This. This. And that." That was it. I was very short spoken. I don't know if
it has to do with the way I was raised. I didn't have any siblings. I didn't have anyone to
talk to (laughingly). I didn't have any pets.
K: Sure. Sure.
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S: So I don't know. I've always just been really nervous around people. So interacting
with a stranger and it has scripted
K: Or you have to make sure you meet all the requirements?
S: Yeah. But I feel like if it was - I was already familiar with practice in a clinical setting
and it was just routine and exposure and I felt comfortable, it would be fine.
K: Okay. So you said that during - somebody watching you, maybe just the social anxiety
of interacting with a new person, having to go through all the requirements that you saw
on the rubric . . . any other source of anxiety that has popped up that happened during a
simulation?
S: Maybe just having a perfectionist nature. But that's the only thing I can think of. If
something pops in my head I'll let you know.
K: Yeah. Yeah, any time. I mean this is very open-ended. Okay, talk about afterward.
After a simulation encounter, what is your anxiety like after you shut the door and you
are walking out, maybe to a debrief or you are in the debrief. What is your anxiety like
and are there any sources of anxiety that you can pinpoint?
S: I feel like after I shut the door I just take this huge deep breath like I just finished
running a race or something. It's like, "Okay. It's over. It's done. I can finally relax now. I
know that I'm back in control and my anxiety isn't the one kind of making input in my
performance" I guess. So, I definitely need a few minutes while I am waiting on maybe
peers to finish to come into the debriefing room. I just like sit there and try to settle
myself down. I don't really anticipate what they're going to -- try to anticipate what they
are going to say to me during the debriefing. It's just like, "Let that be" and kind of focus
on relaxing myself.
K: So would you say -- the way that you described it to me sounds like your anxiety is
fair going in and then amped up as you get to this facility or around peers and then once
you go and begin the simulation, it gets higher. Is that correct?
S: Yes.
K: And then stays high throughout the sim or . . .
S: Uh. . . It gets like close to about as anxious as I can get, but as it progresses and I
mentioned that I notice these symptoms and signs interfering with my performance and
then it goes up to the very tip top and whenever I close the door -- it completely goes
down.
K: So it's like this (making hand gestures to mimic the building anxiety and then
immediate decline). It goes like this (moving upward), and then it's kind of stable
(flattening hands out in linear fashion)
S: Yeah. It goes depolarization and repolarization
K: (Laughing) I love it! Too bad it's not a quantitative study, because that would be really
cool. We could do a chart. Maybe we could draw it. That would be good. So you say, it's
lower -- it's definitely lower when you walk out of the room. And then in the debrief -what will be will be. You are just open at that point, and relieved that it's over.
S: Yeah. Yeah.
K: Okay. Tell me about and describe a simulation experience that you recall as anxiety
provoking.
S: I would talk about the peds sim that I just mentioned. But, I mean that caffeine was
really bad for me. I mean it just . . .
K: Is that what pops in your head first when you think about a sim that caused anxiety?
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S: That particular one, yes.
K: Well talk about that one and tell me about that one, yeah.
S: I think I would've because --- I felt very comfortable with the material going into it and
I rehearsed it and I know I can explain this concept in layman's terms, and give the advice
and have my notes right in front of me. But, like I said, I think the caffeine like really
facilitated like, "Okay, I feel a little bit nervous." But then the caffeine just pushed it to a
whole 'nother level, so like -- it was really bad. On my behalf even - it was something I
reported during the debriefing, I wrote about it in my blog. I was like, "I will never have
coffee before a sim again or like an exam or anything."
K: Really?
S: Anything in my life really that I feel like is high stakes. So, I learned from that and the
professor that was evaluating me even wrote on my notes like, "Reported severe anxiety"
and circled it on my thing. So, there was that one, but I think in terms of anxiety in itself - was our adult sim -- the one that we were in groups. I feel like even though there were
three of us, we felt kind of lost because . . .
K: Was this the line management one?
S: Yeah. It's like we knew what each line was, but I don't think we had practiced enough
in the lab with the lines themselves. I knew how to position, reposition, and take into
consideration like certain precautions and things like that, but knowing what to do with
the lines themselves -- even when we were practicing in the lab, we weren't pretending to
have the lines in there. So we were like (uses both hands to sort imaginary lines in the
air), "Okay we know what this one is; we know what this one is. We know that this one
needs to go like below your hip" or whatever, but knowing how to move the client in
relation to this, we were all kind of in the same boat. I feel like we were guessing the
entire time and that was really nerve wracking even though it may have been very low
stakes. It's like this is representative of a real life situation that we are going to encounter
in the future and we still don't feel appropriately prepared.
K: So, the decision-making pressure in that one was - would you say a cause of the
anxiety? Or what were some of your causes of anxiety in that one?
S: I think it helped that it was a professor acting as the client. That as helpful because
then it can be like, "Okay. Pause. We need help." But, I guess that there were three of us
and none of us were familiar enough with the situation to be able to respond in a correct
manner I feel like. And then, obviously we were being watching and judged. (smiles
knowingly)
K: (laughingly) In real time
S: Yeah. So that was a lot of pressure
K: So - I'm interested, and this is a little bit of what we just talked about. So, which one
would you say was the most anxiety provoking that you've experienced so far?
S: The peds sim. Sure. Yeah.
K: Okay.
S: But I feel like it was more strongly induced by the coffee.
K: The extenuating circumstance - of coffee?
S: Yeah.
K: Okay. So I guess that was the next question. Tell me what factors influence you
identifying that experience in particular. Are there any other factors that you think are
relevant to unpack as far as what makes that sim stand out?
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S: It was really intense. There was a significant contrast in how I felt in that one
compared to all the other ones because all the other ones -- yes, I would be nervous. I
would experience like the normal signs and symptoms of anxiety, but it was taken to a
whole 'nother level and I felt out of control of myself because of that.
K: You felt out of control ... throughout or during the simulation?
S: During the sim, yeah.
K: Any other time surrounding the sim, did you feel out of control?
S: In that particular one?
K: Uhh-huh
S: Do you mean like before or after?
K: Yes.
S: I think like while we were waiting outside of our respective doors I could feel myself
like, "This may go poorly." Not the performance itself, but what I'm experiencing
internally. And sure enough...
K: You could kind of feel the on-ramp to anxiety?
S: I was like, "Okay! Here we go!" (laughingly)
K: Hold on tight. (pause) That's the end of my questions. Tell me if there's anything that
has popped in your head that you think relates to what we've talked about either as far as
feedback goes or sources of anxiety or the way you felt going in about your ability to do
what is required . . . those kinds of things.
S: Hmmm. (long pause) I don't think there's anything I can really think of just whenever
in class the professors are telling us about the sim - like, "I got this. Piece of cake." But
then as it gets closer to -- I get very nervous and then during the sim, I experience my
anxiety and then I notice it affecting my performance and then it gets worse because now
I am consciously aware of that and I become more self-conscious of my performance and
then it's just this vicious cycle that feeds into each other. And then just the fact that I get
nervous talking to people -- just naturally -- outside of sims, outside of school. So . . .
(trails off)
K: No, I think that you've got a lot of self-awareness going on. (Laughs)
S: (Laughingly) I spend a lot of time by myself, can you tell?
K: I am an only-child too, so (laughs) ... Yes! I get that! I get it. Yeah. I do a lot of
"analysis" (hands making quotation marks). Oh! Earlier you talked about the difference
between being a contrived situation and being - and having to perform in a simulation
versus a natural clinical scenario. Tell me about -- kind of compare and contrast for me -maybe from a clinical scenario that you've had versus sim, and tell me about your anxiety
was the same or different.
S: Mmm-hmm. In a simulation, I know I am being ---well, yeah. Okay. I know I'm being
evaluated, critiqued; I know I'll be given feedback, but like I said it does feel scripted.
There are these specific points that you have to remember and focus on, but still try to
make it sound as natural as possible.
K: Yeah. Okay.
S: And a clinical setting like during fieldwork or shadowing or otherwise - I feel like I am
under someone's wing as opposed to them like, "Oh you're not doing this right" or "you
are doing this right." They are guiding you as the process is happening not just like, "I'm
going to throw you into a situation. Go for it!"
K: Right. "Let's see how you do."
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S: So I feel comforted. (smiles and laughs)
K: (Rubs hands together as if plotting; laughingly) "This ought to be good."
S: (laughing heartily)
K: "I'll pop popcorn."
S: (gasping for air and laughing)
K: (laughingly) Yeah. (then seriously) I can see where you feel like you're living in a
fishbowl in a simulation versus on fieldwork or another clinical scenario that's more
natural and maybe a different type of educational structure so to speak.
S: In a clinical setting, as you're . . . cause a simulation is like one and done . . . in a
clinical setting you're exposed to it continuously so you gradually are able to become
more comfortable and familiar with the environment and you adapt to it
K: Sure.
S: Very gradually
K: So like an incremental desensitization or something
S Yes! Something like that! (laughs)
K: (Laughs in return) Very good! Well did anything else pop in your mind while we were
going through this or are you - do you feel confident that you've shared most of the things
that relate to these questions?
S: I think that's everything (softly).
K: Okay. I am going to quit the recording.
Initial findings checked with Sabrina:
• The influence of an extenuating circumstance: having coffee/too much caffeine
• Someone watching/critiquing your performance
• Meeting all the requirements/paying attention to the tiny details
• Self-monitoring/Self-talk/Feedback surrounding a simulation encounter
• Whirlwind of recall when there’s a lot involved in a simulation
• Physical symptoms of anxiety regardless of self-calming strategies
• Natural propensity for experiencing social anxiety (Do more people involved in a
sim → instructors, peers, etc. increase anxiety?)
• You noticing and others noticing anxiety symptoms → causing more anxiety
(Vicious cycle)
• Simulations can feel scripted and unnatural vs. real-world clinical scenarios
• Exposure and routine increase comfort level with clinical scenarios
• Preparation can be sabotaged by anxiety symptoms – making it hard to focus
• Identifies as a perfectionist – checks rubric off in her head especially afterwards
• Feeling out of control (peds sim)
• Helpful for instructor to be the standardized patient for immediate feedback
• Predictive (negative) anticipation as you feel anxiety symptoms rising
• Comparing preparation/thinking with peers beforehand can be anxiety producing
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Appendix F
Sarah’s Interview Transcription
K: These questions are all kind of informing what my big research questions are, so if
there is something that I don't ask you directly that you think is important for me to
know, go ahead and feel free to elaborate. So this is, I mean I don't expect you to talk a
lot, but if you think there is something that I am not asking that is really relevant to the
topics we are talking about feel free to go ahead and go into to that and kind of read me in
on what you think is important for me to know.
S: Do you mean like other areas of my life besides simulation?
K: No. No, like if I talk about, for example, feedback and I talk about how - like what
kind of feedback you got from that particular simulation. You might want to say like this
is what the instructor said, but this is what my peer said as well for feedback or this is
what the standardized patient said to me for feedback. Or, you might even interpret it as
in the room, "I kept on pushing the button and the feedback I got from the hospital bed
was - it was just blinking at me. It was not responding to what I was trying to make it
do."
S: Okay:
K: So feel free to kind of elaborate in that regard. Does that make sense?
S: Mmm-hmm
K: Um, but you don't have to share anything you don't want to share. I am just interested
in understanding kind of the causes and the effects and the things surrounding a
simulation encounter - before, during, or after that can influence anxiety.
S: Okay.
K: Okay? Is that cool?
S: Yeah.
K: Are you ready for your first question?
S: Oh, I hope I can answer all this!
K: That's okay! We will just keep talking. Okay?
S: Okay!
K: There's no pressure. I don't have any expectations here.
S: Okay. Sounds good.
K: I want you just to tell me about your personal experience of simulation within the OT
program so far.
S: Um, so it has been good. After I feel calm, but before I definitely do not feel calm.
K: Okay.
S: I would say in this program, that is definitely what gives me the most anxiety.
K: Simulation is what gives you the most anxiety?
S: Yeah. So, I mean like even more than fieldwork did at all.
K: Really?!
S: I think that's probably just because I am being filmed and I am being graded. So I think
that is what has a lot to with that. It's just like - psyching myself out beforehand that is
really hard for me I guess. But I feel that I like the simulations after I am done. Does that
make sense?

178

K: So going in - you said going in is when you feel like your anxiety is going up. And
then tell me about during the simulation.
S: During - after like the first few minutes, I am fine. I mean I kind of black out a little
bit. I don't really remember what happened during it. I mean I will remember some of it
obviously, but not like details by any means. Like when I watch the videos, I will not
remember half of the things that I said. But the first few minutes I am still panicking a
little bit, but then I start to calm down I guess.
K: So you can't even recall what happened, but afterward you feel better. Is that correct?
S: Just when it's over I feel relieved, I guess.
K: Relieved that it's over or relieved about your performance? Where do you attribute
that decreased anxiety?
S: I guess both because one of my fears going into it is just not being able to remember or
answer something and that I just might blank out. So, yes I would feel relief if that didn't
happen -- that it didn't happen I guess. If that makes sense.
K: So you feel like you have a need to remember everything and make sure that all of the
little check marks are checked off for the simulation.
S: Yeah. I think it's definitely a part of my perfectionist personality. I even talked about it
in my last discussion after [the simulation]-- it's that you just can't prepare for things like
that because obviously you don't know what's going to happen. Specifically, for our last I think it was our peds -- occupation-centered peds class, and we were talking with the
parents about sensory processing disorder, I think. That was something that I felt like I
couldn't really prepare for because I had no idea what they would ask or something like
that.
K: Right.
S: So that one felt very out of my control.
K: You felt out of control. Did you feel under-prepared or adequately prepared going in?
What did you . . . (trails off)
S: I always feel underprepared. That's because I don't . . . I mean I know I am not. I mean
I always feel that way.
K: Mmm-hmm.
S: And my husband always tells me, "You always do fine. You're always fine, prepared
beforehand" when I am freaking out. I always feel like I probably am, but I know I am
not. I'm irrational.
K: So you feel like it's never enough preparation?
S: Yeah. I always feel like I am kind of missing something.
K: Yeah. Okay. Interesting. So before you mentioned that you did not feel the same or
similar anxiety on fieldwork. Can you unpack that a little bit? Have you thought about . .
.
S: I never really thought about that, but I don't know if it is just because I have only been
on the one fieldwork. I don't know if it is just because my fieldwork education was really
cool and nice -- and not really strict I guess. So she didn't really seem like ... and I also
was with a classmate, so I don't know if that helped also.
K: Okay.
S: So all the pressure wasn't just on me.
K: So in your sims, the sims that you think about, when you think about high anxiety
sims -- have they been the ones on your own versus with the group of people.
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S: the ones where we had the group ones, I did not feel near the same amount of stress
(laughs)
K: Okay. Okay! Interesting. Alright, I am going to go onto the second question. What is
your perception of the challenge level, like how hard the simulation experiences that
you've encountered have been for you? So what is your perception of the challenge level
in the simulation experiences you've had?
S: Do you mean . . . sorry . . . Do you mean for each simulation like which ones are more
challenging?
K: I guess in general, do you feel like the sims have been too hard of a challenge, too
easy of a challenge, or around - around adequate or just right? And you can kind of say,
these are the ones that I feel that stand out - that were or weren't - etcetera.
S: I don't feel like they've been easy. I feel like they have all been a little bit different.
Like I said, the peds one was a lot harder for me just because it was - I remember the
biomechanics one - like it was very straightforward what we needed to do. It was just
transfers. You had to get them out of the wheelchair, get them in the bed - you know that
kind of a thing?
K: Okay.
S: Whereas it was more of a conversation and answering questions for the peds one, so
that one for me was harder. And then the biomechanics one or the other ones I would say
probably - beforehand I would say was harder, but afterwards I would say they were
probably just the medium level - like based off what we learned. I was definitely
adequately prepared.
K: So do you think the challenge was - did you - how did you perceive how hard the sims
were? Did you feel like they were unfair or beyond what your ability was - I guess?
S: No I didn't think they were unfair. I think that they were pretty fair. I think the
information given beforehand - the classes beforehand definitely prepared us for it.
K: Sure. Sure.
S: Yeah. (Laughingly)
K: That's a hard concept to unpack. Is there anything else regarding the challenge?
S: umm
K: Did you ever come out thinking that was too easy .. or
S: No!
K: No?
S: I never thought it was too easy. I mean I definitely felt like they were fair and like
what should - I mean obviously you guys have to challenge us in some way. I feel like it
is a good representation of that.
K: But it was never like, "Oh my goodness, this is way too hard or way too easy?"
S: I don't think so.
K: Okay. That's cool. How have you felt about your ability to meet the objectives or the
goals of the simulation experiences? Before you said - you talked a little bit about
comparing and contrasting the objectives of the biomechanics sim and the pediatrics sim.
S: Mmm-hmm
K: So how have you personally felt about your ability to meet whatever it was you were
supposed to do in the simulations?
S: I felt that I was able to meet them. It was more just the unknown -- of what could
happen when I was in there I guess. So, going back to our biomechanics final -- we had to
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take the wheelchair, put the footrests on. And I knew that was one of the things on the list
that we had to do and I couldn't figure out how to get them off and I started to panic when
I was in there. So I just disregarded it altogether because I felt like I was spending too
much time on it and I just moved them out of the way. So those are like - feel like I am
able to meet the objectives, but it is just not knowing what might happen to me while I
am in there -- because I don't perform well under pressure.
K: So it's not the objectives themselves, but its planning for the unknowns that kind of
makes you afraid. Is that correct?
S: Yeah.
K: And you said you had a moment of panic with the footrest. Can you kind of talk me
through what that felt like and looked liked?
S: When I panic?
K: Yeah. You said -- did you just ignore them and just took a loss on that?
S: Yeah. I knew I was going to - I tried to get them off for like a minute or two and I just
- my patient was laying in the bed just watching me and I knew that whatever professor
was back there watching me and I just started to panic. I just moved them out of the way.
After spending time on it - I just couldn't - I think maybe even the panic made me not be
able to get them off.
K: So your thoughts made it so you couldn't focus?
S: I had actually considered that happening before I went in there. I think I might have
gotten in my head about it. And so when I first wasn't about to do it, I felt panic and I
think that made me even more incapable of taking it off.
K: Okay.
S: So I just didn't do it.
K: Okay. And then how did you react after that? Were you - did you feel like you were
able to recover and focus again once you gave yourself permission to move on or did you
feel like that was all you could think about? What did it look like after that?
S: I was able to forget about it. I moved them out of the way and I just knew I was going
to have to be okay.
K: Okay.
S: I knew it wasn't make or break or anything.
K: But was that one of the objectives?
S: Yes.
K: Or the check-off things - but you knew it was one thing versus the whole.
S: Yes. I knew I had to get past it.
K: to keep going - that's hard to do!
S: I made the conscious decision and I was like, "I am just not going to worry about this.
I am just going to move on." (Laughingly)
K: (Laughs) What feedback stands out from the simulation experience that you've
encountered? This can be feedback in any sense - such as what your instructor said in the
debrief, or what your grading form said, or what the standardized patient said, or even,
like I said earlier - things like in the environment with like the footrest - would be a form
of feedback that obviously the environment is telling you that your trying is not working.
S: Mmm-hmm
K: So, what feedback stands out to you in your sim experiences?
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S: (Whispering) I am trying to think. (Normal voice) Do you mean like specific things
while I was in there?
K: Or anything - it could be what they said about your overall performance or in general.
S: I always - I mean - you guys are good about not bringing us down. I always feel like I
get good feedback even if I didn't do that good I guess - or not. It's nice to hear I guess. It
makes me feel better after. I feel like maybe with every simulation I'm slightly less
nervous for that reason. Not completely less nervous, but I can't think of anything really
specific.
K: That's okay
S: I can come back to it if I do.
K: So it sounds like - what you just said was that it feels like each one it gets better or
your anxiety gets lower. Would you say if you look back and think about the timeline of
sims -- that your anxiety was high to start with and then get lower or did it start off low
and then get high and then -- think about kind of the past year and what your sim anxiety
has looked like.
S: I think that our simulations have gotten more challenging. I feel like I was definitely
more anxious towards the beginning of the school year because I didn't really know what
to expect. Now it's just more of- I know that I am going to be able to do it and that
they've prepared us. But it's just anxiety that I know is going to happen because that is
just who I am. (deep breath drawn in) I do feel like I was trying to rationalize and tell
myself, "I know that its fine. " I definitely think that has got slightly better. I just try to be
more rationale I guess about it, but I definitely still have freak outs and moments of
panic.
K: I hear you. So when we did the initial intake form for this study, you identified
simulation anxiety very much in your OT education so far -- you've talked a little bit
about sources of anxiety, but I am interested in your kind of listing and describing what
you attribute that anxiety to -- that you've encountered either before, during, or after the
sim experiences.
S: So I guess like I was saying - just the unknown, what could happen because I am
afraid I am just going to blank out and not have any idea what to do.
K: Uhh- hih
S: Sort of thing and also just knowing that someone is watching me, grading me - is what
provides a lot of panic. But I think I forget about that when I am in there and that's why I
calm down I guess. Once I know its going smoothly is when I get less panicky.
K: So you would say beforehand - the unknown and . . . what else did you say?
S: Watching me and grading me.
K: Watching you and grading you. And before you mentioned that you are a perfectionist
sometimes and have high expectations of yourself. Is that correct?
S: Yes.
K: And you also said that you kind of think through what the possible unknowns you
could - or possible problems you could run into like the footrests. So It sounds like you
play out a lot of things in your mind beforehand. Is that correct?
S: Yes. Yes.
K: Okay. Any other sources of anxiety that you can think of before - before simulation or
during it or after?
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S: I mean after things- with the discussion, I don't really like talking about myself so that
always provides some anxiety, but that's just -- you probably tell I am having hives right
now. I don't like talking about myself. So, but!
K: I don't either! I feel more comfortable talking about other people.
S: Yeah, I guess that serves my anxiety for the afterwards, but it is not even close to the
beginning or during.
K: Okay. So you'd say that beforehand, it's really high, during - you go in with it high and
then it evens out and goes down after you find your footing and then afterwards you have
relief and it's decreased. Is that correct?
S: Yes. Yes.
K: Interesting.
S: Cool.
K: Describe a simulation experience that you recall as anxiety provoking.
S: Um . . .
K: Which one stands out in your mind?
S: I guess I would say the one I mentioned earlier, our peds one. It was definitely the
most anxiety provoking for me. Which, was I guess our second to last one.
K: Okay.
S: Actually, I don't know, I can't really think. Our . . .
K: You can talk about more than one
S: That one was anxiety provoking for me because, like I said, it was just like a
discussion with a parent and they had told us that, "you just don't know how they are
going to react." So, I just didn't really know what to expect, I guess. So, we had to explain
sensory processing disorder to them because their child was being tested for that and a ....
They just told us beforehand that it could really go either way. You know, they could ask
you millions of questions, and then I just didn't really know what to do with that
information. So, I tried - you know - practicing with classmates beforehand, any kind of
scenario, but I just didn't know what was going to happen. So that one provided a lot of
anxiety for me because I didn't know if I was going to have a question that I wouldn't
know how to answer. But our adult one last time was also a challenge for me because we
had to know all those assessments and I guess just - and not knowing the specific
scenario or assessment that we would have to do was . . .
K: Was it a practical sim that was over here?
S: No, it was in the smart classroom. I did it with you actually. You had carpal tunnel.
(laughing)
K: I didn't even remember.
S: Yeah. We had to pick a specific - either a wrist or an elbow - or any kind of
assessment like that based on what you told us. So just not being able to prepare for those
certain scenarios of information, which is obviously is very real world. So those are the
kind of things that give me the most anxiety I guess because I feel like I can't prepare for
them.
K: Did you have responsibilities that were similar on fieldwork? Did you fieldwork
educator say, "Tomorrow I want you to do a treatment session? Or tomorrow, I want you
to plan out something?"
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S: She would, but she wouldn't tell us like the day before. She would moments before. I
think that's why I didn't have that much anxiety because I didn't have time to think about
it.
K: You had to plug in your rational brain and not be . . .
S: I think it’s because I didn't have time to overthink anything or
K: Okay.
S: I just did it.
K: Yeah.
S: And I think that's probably why.
K: Interesting.
S: Yeah.
K: So, do you think that time could be a source of making your anxiety go up when you
have time to prepare or I don't know - I am just thinking because of what you just shared
out loud
S: I think that definitely having - I wait to even read the instructions for simulations until
two or three days before because I don't want to think about it until then
K: Okay
S: I don't want to have to give myself anxiety for a week or two if I don't need to
K: So your perception is that your anxiety would increase if knew about it earlier or let
yourself dwell on it longer. Is that correct?
S: Yes. I think I definitely get in my head and over think things. Just like I was saying just not knowing what was going to happen, I would think of every possible scenario that
could happen when I was in there.
K: Sure. So, you chose of all the simulations that you had, you really said that the one
that stands out the most is the pediatric simulation where you had to educate a parent
about sensory processing disorder that their child was being identified as having. Is that
correct?
S: Mmm-hmm
K: And you've already talked about the factors that influenced you choosing that. Were
there any other factors that you think make that simulation stand out above the others as
anxiety causing or provoking?
S: I don't think so. There wasn't like a lot our other classes have provided - I mean that
one - it had a rubric, but I just felt like it wasn't as clear cut as the other ones. I think that
is why it stands out to me the most. Just not . . . I didn't feel like I had anxiety about the
educational part of it. It was just like the response. I am actually like talking to someone
who is going to respond to me, whereas the other simulations they just did what they
were supposed to do sort of thing.
K: Sure. Sure. Now that one wasn't super hands on but it was very much you having to
explain your professional opinion and that kind of thing. It wasn't so much drawing
information out of the parent but giving information to the parent. What would you say so I know another simulation you had was like an initial one when you had to do an
occupational profile in foundations, where you had to interview someone (. . . ) Do you
remember that sim?
S: I am trying to remember . . . I do. Yes. I do remember it.
K: It's okay if you don't.
S: I had an elderly man.
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K: I was just thinking, and I wanted you to think about what you think makes one stand
out above the other because that one wasn't hands on, but it was more talking like in the
peds sim. But, what was the difference?
S: So I think with that one, it was more me asking the questions or getting to know them
sort of thing. Whereas this one I felt - I wasn't asking questions, I was just giving
information so I assumed they would be asking me questions. So I think it was the fear of
not knowing if I was going to know the answer the questions. So I had practiced
beforehand saying, "I am going to get back to you. I am going to look that up
(laughingly), but I am not sure of the answer."
K: So you had some "outs" in your mind?
S: Yeah. But I didn't want to have to use that. So that was kind of - I think the main
difference. I just - yeah. The first one was me asking the questions and this one wasn't.
K: Yeah. I hear you. Anything else that you think is relevant for me to know as far as
your experience of simulation anxiety and sims in the OT program?
S: Probably. I don't know. I don't think so. I think that they're really beneficial. I know
that it's totally me in my head and I know I need to get past that. I feel like once I am
comfortable in a setting, I don't feel this way. It's just like when there is something new, it
is like this. I don't know why I am like this - but I am.
K: Do you anticipate it [simulation anxiety] going up or going down as you move
forward?
S: Well I hope down (laughingly)!
K: (Laughs)
S: Yeah. Yeah. But I would assume - I know that when I am in new situations, I usually
have higher anxiety. So I assume that - I mean we've been in school for a long time. I
don't think it'll ever go down with simulations. Maybe. But, definitely as I further my
career, I would hope that they would go down. I would assume that they would.
K: That's all the questions I have for you. Is there any questions you have for me or
anything you want to add.
S: I don't think so!
K: Thank you so much for your participation!
S: Thank you.
Initial findings checked with Sarah:
• Fear of the unknown
• Unclear on how to prepare – or vagueness in expectations (source of anxiety)
• Social anxiety – as seen with talking about self or interactions with others in new
situation or environment
• Fear of not knowing the right answer (answering questions in peds sim)
• Time as a factor/overthinking/dwelling/anticipating (can increase anxiety)
• Identifies as a perfectionist
• Saw pediatric simulation as most anxiety provoking
• Being “in my head’ – (a theme of internal dialogue/worry)
• Physical symptoms of anxiety: hives
• Mental symptoms: blanking out – not able to remember what happened during the
simulation, difficulty focusing, “panic,” self-doubt
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•
•
•
•

Self-fulfilling prophecy (footrests – “think I may have trouble”→ had trouble and
chose to move on)
Being watched and graded (primary sources of anxiety)
Pattern of anxiety: builds leading up to a simulation, high when simulation
actually begins and then levels off during the session, and decreases following
when relief is found
Repeated exposure/ worn off novelty as a possible reason for decreased anxiety
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Appendix G
Berda’s Interview Transcription
K: So, tell me what you wanted to go by. I think I have it written down in here. Do you
remember what your pseudonym is?
B: (Laughingly) It might have been Betsy or Berda.
K: I think it was Berda. Let me make sure.
B: I am pretty sure it is.
K: Um, okay, Berda! It's always fun to have a nice . . . (pages flipping) Yep! Berda! Tell
me about your personal experience of simulation within the occupational therapy
education so far.
B: So I usually go where I get super stressed out before and - it's almost like - like a
blackout experience. You know, you go in and you walk out and you're like, "I have no
idea what I just said or what I just did."
K: Uhh-huh
B: most of the time it is like really silly things I do - like one time I came in so fast I
almost fell off the stool. (Laughingly)
K: Okay.
B: I am always so nervous, but I always get what I need to do done, but I don't remember
what I did until I watch it.
K: Okay. So you kind of feel like you blank out?
B: Mmm-hmm
K: And it kind of unravels however it does and it is hard to remember until you go back
and watch it. Okay.
B: Mmm-hmm, yep.
K: What is you perception of the challenge level of the simulation experiences that you
have had?
B: I don't really think any of them have been super challenging or stuff that we aren't
adequately prepared for. I think it is the fact that there are cameras in there - like
everywhere you look. I think its a fact that the actors are very scripted, which they kind
of have to be. Like when we do real-life situations, I feel like I actually get to have a
conversation versus it is so scripted that you already - you can kind of guess what they
are going to say versus like a real-life person you would probably not be able to just
anticipate. But the challenge level, it feels like we have been adequately prepared in our
courses.
K: Okay. So you haven't felt like it has been way too hard or you haven't thought in class,
"wow this is super easy, I don't know why they are having us do that!" Would you say
that either or both . . .
B: No. I see why we do them all. I think it is good because if we didn't then the first time
we ever got to do these things then it would be with real people. The stakes would a lot
higher. The only challenging one I thought was the sensory processing one. I felt like in a
weird way - I felt like it was looking at your empathy, but also not. So I felt like the
empathy part I had down, but the actual giving information - that was totally something
new to me. But, when I left that - I felt like I was like, "Okay, I did the best I could. I was
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prepared for it." But like those are hard conversations that we've never had to have
before.
K: So it was difficult for you to think about the two primary objectives of the sim - which
one was listening and communicating with empathy and the other was making sure that
you get all the information across in a manner that they are able to understand. Is that
correct?
B: Yes. I feel like that empathy is something that is natural for - I guess OT's and me,
personally. But, having to like - I felt like I was being graded on too many different
things - or too many things I was worried about versus just being empathetic. It didn't feel
natural I guess is what I am saying. It didn't feel like I was genuinely telling a parent, and
being able to have that real, raw reaction.
K: Mmm-hmm. Okay. Umm... So that kind of plays into this third question, how have
you felt about your ability to meet the objectives of the simulation experiences? This is
kind of in general. How have you felt about what your ability level is going into the sims?
B: umm - I feel like it's pretty decent. Sometimes we get to practice like with wheelchair
sim and all of that. The lines sim was a little challenging, but I think just remembering
you're human and talking to the patient. That was super stressful, but once you do it you're like that is the best way to do it - just dive in and figure it out. Because, sometimes
in life you're not going to -- it's not always going to look the same in those rooms so you
might as well just dive right in when you're not actually going to pull someone's oxygen
or catheter out. But, my ability for the most part - I feel like I am always adequately
prepared. We have a rubric, so we have a guideline, sometimes like an example like when
you and Dr. Lancaster taught it (referring to classroom modeling of how the simulation
may go prior to sensory processing simulation). So I always feel like I know what I am
supposed to be doing. I just get in there and get nervous (laughs to herself).
K: Mmm-hmm. When you think about the feedback that you have had from different
simulation encounters, what feedback stands out from your simulation experiences that
you've had.
B: Back to the sensory processing one. I got that I seemed "rushed."
K: Okay
B: And I totally was. I was nervous, talking crazy, talking fast - but also when we have a
time limit - then I am worried about the time. So i think it's like - in a natural
conversation you know - you're going to be with someone for thirty minutes. But, you're
not going to realistically like ...
K: (in announcer voice) YOU'VE GOT TEN MINUTES
B: Uh - huh! It's super intimidating with the time. So I was rushing and
overcompensating for the time. But, I also - with that being said - I felt like I did all the
things I needed to do, I was just talking ninety to nothing, which is like - because the
cameras and the sim part of it I think. So . . .
K: So feedback can be in the greater sense too - like things that your peers said, things
that you said to yourself about your performance, things that the standardized patient said
to you that might have felt like how they responded was giving you a type of feedback to
your message or your behavior or whatever. Anything that stands out as far as the broader
sense of feedback?
B: I wouldn't say peers. Other than the lines sim, I haven't ever been in a sim with my
peers I don't think. But maybe - the sensory processing lab - the lady was like, "I
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understand" "Thank you so much." So, she gave me really good feedback versus "it was
rushed" and all that.
K: Mmm-hmm
B: Which watching the video - I totally was rushed. But I do think that she got the
message. Even though I was rushing I was empathetic, which I think is a good thing.
Other than that I can't think of it right off. Other than - I just get really nervous in there like completely forget everything.
K: (conclusively) So that's what stands out in your mind
B: Mmm-hmm. It's just like knocking on the door and then I am like, "Oh! What's
next?!" Even if it was just like in real life and I could just go in there and be like, "Hey!
I'm Berda."
K: Okay. So, how would you say you've responded in simulation experiences that you've
encountered. You've already said that sometimes you are going quicker than perhaps you
need to go. What have your responses looked like?
B: I think a lot of times when I get to step back I can see what I did from afar. And like,
"Oh! I would definitely do that different." I always feel, like I said before, that I have
been adequately prepared, but I always feel like I do need more practice so like maybe
doing it again at some point or like - some way, some how taking it a step further. Like
the reflections are good, I like doing that. But - maybe something further to be able to
correct what you did wrong or doing what you didn't do. Maybe going in a second time
would calm the nerves. Realistically I don't know how much that could happen, but
sometimes I think I doubt like my abilities and then I get in there and even though I am
nervous I am still - there is no -- the silence isn't awkward - if there is silence. Usually not
- because I talk too much. Yeah - overall, I always like - I always get frustrated with
myself because it's not really - I look back and I am like, "why? Why were you going so
fast?" The time I hit the wall, like I slid on the seat. I was just antsy and wasn't thinking
and didn't just set down like a normal person - and hit the wall! Whatever!
K: Umm.. thank you! You - when we did the initial survey for this study, you identified
experiencing simulation "very much" in your OT education so far. I am interested in
hearing any sources of anxiety that you have encountered surrounding your simulation
experiences. As you answer this, I want you to think about like - before a simulation what
are some sources of simulation anxiety, during the simulation what are some sources of
anxiety, and then after the simulation, what are some sources of anxiety.
B: So before - I like to get here early to get it all - all the jitters out - kind of make sure I
am here, not going to be late, read over whatever. Although, you have to wait in the little
room with your peers. I think we just feed off each other. We talk not - like about what
we are doing, but like, “Did you see this?" "Did you read this on the rubric?" It's just like
a big like - Even though they know what you're supposed to be doing it's like. "I didn't
see that!" or "I didn't think about that!" So then we feed off each other in this room and
then we all go into together.
K: So what does that do to your anxiety during that social interaction with your peers?
B: It heightens - very much so. Because you always feel like maybe you left something
out or you're like, "Well I am thinking about this" or "Did you think about that?" So it is
like - it is just a lot going on - even thought you've read over the rubric, you feel
prepared, you've gotten your sleep. Whatever. You come in - it's just too many brains
worried at the same time.
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K: Right. Sure. So you said feeding off one another. Anything else before a sim that
might increase your anxiety that you experience?
B: I think sometimes, and this is just personal for me, it's in a different building than what
we are used to and you can't really help that. Kind of like - I want to get here early and
find where I am going and where I need to be. That is just a personal thing for me.
K: So a new physical context maybe? And just located where it is? Is that true?
B: Mmm-hmm
K: Talk about during the simulation. What are some sources of anxiety that you have
experience during?
B: Okay, if we are being honest, during I think about the rubric and hitting all the points
versus just having a conversation and saying and doing what I need to do. I don't really
get nervous about the conversation with the patient, or whatever or really what I need to
do or say, it's just like remembering all of the points. I know sometimes it's like - five
points for introducing yourself and doing your elevator speech, which those are things
that you need to incorporate every single time and then you're like, “Okay, did I do that?"
and then you're like, "Oh no I didn't I need to . . " so it's just a lot trying remember the
rubric and hit all the points to get all the fives or tens or whatever the points were.
K: Sure. Anything else that causes anxiety? You mentioned slipping and messing up on
that stool. What happens in those moments? Is that anxiety provoking for you?
B: (Laughing) I think that's just me coming in. Because I'm like, "I've got to start talking
to him" because he is all the way across the room and I like sat on the stool and it slid. I
think there was like a point or two for shaking his hand or something. So I am like, "I've
GOT TO SHAKE HIS HAND, RIGHT NOW!"
K: Anything else during a simulation that kind of makes your anxiety go up?
B: (Laughing) Everybody looking through the windows or the cameras.
K: So who's watching?
B: Yeah. That is super intimidating. And then after -- I guess just watching the video. The
anticipation - like "Oh my goodness, I have to watch myself fall again." But, that's not
really - that's a good reflection to see. A lot of times I come out and I'm like, "I have no
idea what I just said. Did I ask him his date of birth?" like all the things.
K: So you have already kind of gone into it a little bit, but I am interested in
understanding what types of symptoms of anxiety you experience maybe mentally or
physically and how that manifests.
B: I definitely have nervous sweats.
K: Okay.
B: I know that is fabulous in those blue scrubs. In my hands I'll like sweat. I will just do
silly stuff like with the stool. I'll be really clumsy or like slurring my words or talking too
fast -- getting ahead of myself.
K: Okay. Anything else going on with your body or your mind that makes you kind of
key into - "Oh, I am anxious about this"
B: I think my mind is just all over the place. I am not really focused on just being the best
therapist and hearing him. I am focused on hitting all the points of the rubric. So like,
really I am not able to like focus fully on the conversation that I am having. I am also
thinking about the people behind the mirror and on the camera. All the things.
K: Okay. Any other sources of anxiety that stand out in your mind? Maybe immediately
following the sim, like when you close the door? What's your anxiety like then?
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B: I think that's where it starts to come down a little bit. At least at that point it's like - it's
over, I did the best I could. I mean going and watching it is a whole 'nother thing, but
when I close the door it's like -K: And during the debrief, how is that for you?
B: I get a little bit anxious because I'll hear classmates like, "Well, my person said this."
And you're like, "Did my person say that?" Or you're like, "How did I react?" and then
you kind of see if there were like a few minor things your forgot or like a few things you
should have slowed down on. So that's a little bit of anxiety too -- thinking about like
how did this person next to me -- they're saying all this went down and none of that
happened for me. Or vice versa - like me and my person had a really deep conversation
and their person didn't say a word you know. So.
K: Okay
B: Just I guess the different experiences and hearing them and trying to remember - even
thought I kind of block it all, like, "What happened?"
K: Do you start to remember as peers share?
B: Yes.
K: And then there's that comparing and contrasting your experience with theirs. Right?
B: Mmm-hmm
K: Alright. I would like for you to describe a simulation experience that you recall as
anxiety provoking. Kind of take me through step-by step.
B: Probably the lines sim because I did acute care one day and that was during my first
level one [fieldwork] and that was like the first time I have ever been a student - you
know like I've been a student. I've seen my grandparents in the hospital. But, I've never
been a student and had to do anything.
K: Okay.
B: So that was the first I've ever seen like lines on somebody that I was kind of
responsible for. So it was totally new to me. I had no idea what I was doing. Even when
we like practiced the week before or day before - I don't remember - there wasn't any
lines on the patients. So it was just - and I think too - there was so many of us that I think
there was two other people with me so it was like - you know we talked before we went
in like, "This is what I am going to do. This is what you're going to do." Well, then you
get in there that's totally not how it goes.
K: Sure.
B: Cause someone is over here (motioning to the side) and then you're talking to
somebody (motioning in front). It was just like basically going off your gut instincts or
what you do know. That was really - figuring that out was really hard, but I think having
you guys as the patients where y'all could be like, "Hey! You're sitting on my oxygen.
Can you help?" (laughing)
K: (Laughing)
B: That was good because you got to learn as you went. So it seemed really stressful at
the time - especially the first room I went into. I was like, "I don't know what I am
doing." I don't really know what is allowed. Can I move the chair over here? Does the
patient have to go all the way from the bed to the chair?" So kind of not knowing
boundaries really - but then when i was in your room I was like, "Well it's okay. I guess
at first it was like not knowing the expectations, never seeing the lines. That was the one
sim I couldn't even like pretend to - or not pretend - or pull out of my OT brain how to do
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it really. The talking part was good, but what do you do with the catheter bag? Then I had
it up and then down. But, I think with y'all being the patients and able to talk us through
it, it was so much less intense. And also, it wasn't like you're behind the mirror - you
know - taking off points for every wrong. Doing it - it was like, "Hey, I'm sitting on this
..make sure..."
K: So I wasn't the instructor for the course. How did that sim count for the course?
B: It might have just been participation. I don't think I ever saw like points taken off.
K: But you had a lot of pressure on yourself regardless.
B: mmm-hmm
K: Tell me where that pressure was coming from.
B: I think you always want to do good for your patients and even if it's a sim. I knew I
always want to keep them safe. And you know me - the last thing you want to do is like
put them on a line. So I think it was just like anxious in that you're trying to do your best
for the person and like make them comfortable because they are hooked up to all these
lines and probably not wanting to move - like if it was a real patient. So trying to be
really gentle and get them safely to where they need to go. But I think it stems a lot from
the compassion and all the things that OTs instill - you know? There's anxiety about
making sure that everyone is having a great experience or the best most comfortable
experience and that they are safe.
K: So you'd say really the motivation to keep the patient safe and comfortable?
B: mmm-hmm
K: And then you're still trying to figure out what am I supposed to be doing in this
situation
B: And I guess like feeling confident in yourself. I don't think I had that self-confidence
so I was like very anxious. I think that too - part of it being a sim, because I was like - I
remember you were really chatty and I was like, “Can I talk?" If it was a real patient I
would be like, "How was Thanksgiving?" or whatever. I think it was like, "Do I talk to
her?"
K: Yeah. You didn't know how to take it. Okay.
B: I guess so maybe like expectations again - just like not knowing. If it was a real client
it's like, "What'd you eat for Thanksgiving? What are you doing? Got any plans?" But for
you, I was like - "Is she supposed to be grading me while I do it? I don't know!"
K: So confidence in yourself and also not knowing how to interact or what is expected. Is
that correct?
B: Mmm-hmm!
K: So would you say that one was the most anxiety provoking of the - like when you kind
of think through the simulations you've had. Was that one one of the most high anxiety
ones you've had?
B: I think starting off like in the first room - absolutely. But then I think - when you look
back - I think the sensory processing one was a really close tie.
K: Okay. We will get an opportunity to watch one of those and kind of talk through it.
Would you say... which one stands out more in your mind?
B: Probably the sensory processing. Because the line one - you had peers with you
K: would you say that helped or hindered your …
B: Anxiety?
K: Anxiety or just your simulation experience in general?
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B: I think in one way it helped with the anxiety because it was like - you know if you
didn't know somebody probably knew or somebody could step up and step in or
whatever. But, I also think it like hindered a little bit o made me a little bit more anxious
because it was like -- she is doing that so what do I need to be doing to actually help so I
can get like a grade. So you like over-compensate. You are all trying to be in there at one
time. And realistically - it is okay to just watch or say," how can I help" or hold the bag
or
K: To not be the leader?
B: Yes. (Laughingly) So I think that that caused more anxiety - worried about how like
how I gotta get in there. But, I also think it helped with anxiety because somebody's
going to know something that I don't or somebody's going to be able to see something
that I can't see because I am holding the patient. My hands are on the patient. So, that
helped a lot in that aspect.
K: Okay. Alright, so in keeping with - did you say the peds sensory processing one was
the one that you think you would define as the most anxiety provoking?
B: Mmm-hmm
K: What factors influence you identifying that sim experience in particular?
B: I think, like I said, expectations because it was like: be empathetic, you have ten
minutes, you have this (talks with hands), and I could talk to a wall if it would blink. So
for me, being empathetic - it is hard for me to put a time limit, which I mean realistically I know in real life, you can't just sit with the client and have all day to be
empathetic. I was like, "I've got to be empathetic. I've got to get out here. I gotta say all
these. I have to recommend all this." I feel like I was being graded on every aspect, so I
didn't really know where to focus I guess. Yeah, I think that's what is was.
K: Okay.
B: For sure.
K: Anything that you didn't get a chance to share with me or that stands out in your mind
related to what we've talked about that we perhaps didn't get a chance to cover?
B: I don't think so other than just like not remembering what goes on in the sim.
K: Okay. So you feel like you really blank out.
B: I do
K: And then it all comes back to you as you watch it on your own later?
B: Or if I sit down and really think about it, but then I'm like, "Did I do that? Did I say
that? Did I get hand sanitizer when I . . . " It is just so much going on with the cameras,
and the people are like, "YOU HAVE 30 SECONDS!"
K: Okay so the time limits and being watched, having multiple demands or expectations
like the objectives on the rubric. You said having peers that interact with you especially
beforehand and that social experience kind of increasing your anxiety. But peer sharing
afterwards decreases or . . . is positive. Is that correct?
B: Yes! Absolutely.
K: I am trying to think what else you said that really stood out to me. I am interested in
you just kind of describing if your anxiety is high beforehand, you know moderate
during, or low afterwards. What does it - when you are looking at it on a - like a chart,
how you would describe it before, during, and after
B: It's definitely the highest before. Just thinking about what I am going to say, almost
trying to script what I need to say. I think the scripting comes from the rubric - "I have to
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do this. I have to say this." Not necessarily in that order, but maybe that's how it flows.
So just playing in all that, I think it's like during I am just - just my body is there. So I
would say it's probably more moderate. After, I can breathe again. So I think it's like
(motions with hands to describe changes in anxiety over the course of the simulation
experience)
K: So, it's up high before, once you open the door what's it like?
B: It is like "let's rock and roll"
K: So you just come out kind of autopilot and who knows what happens?
B: (laughingly) Yeah
K: And then after you walk out the door, you said it really decreases because it's over.
B: It's over. Yeah.
K: There's really not anything you're going to do to change it.
B: There's no changing it.
K: Is that correct?
B: mmm-hmm
K: But then you said it goes up a little bit when you have to re-engage and watch yourself
again. Is that correct?
B: Mmm-hmm
K: Okay. Well, if you are willing, the next time we meet we will watch it again.
B: (Laughingly) Okay.
K: So you can stop and pause it anytime. Also, it is voluntary. If you want to keep going,
you can keep going with this or you can request to be finished. That is fine too. I am fine
if you choose not to.
B: No. It's okay. It will be a good laugh.
K: What I'll do is ask you a few questions beforehand about what you remember before
the simulation. We will watch the simulation and I will watch you a few questions after.
So it will take maybe an hour or so.
B: Okay.
K: Does that sound good to you?
B: Sounds great.
K: Let's look at our calendars and see when we can do that. Okay?
B: Okay.
Total Time: 29 min, 12 seconds
Initial findings checked with Berda:
• Nervous prior to simulation
• Blank out/limited recall of actual simulation experience (until watch recording),
difficulty remembering “next steps”
• Standardized patients in simulation feel scripted
• Limited authenticity can contribute to simulation anxiety
• Preparation has felt adequate
• Challenge level has been adequate
• Sensory Processing SIM had multiple objectives contributing to difficult
challenge level
• It’s difficult to demonstrate empathy & meet all the objectives of the simulation
• Lines sim was challenging
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•
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•
•

•
•
•

Diving in can be an ideal way to learn
Feedback: “rushed,” good feedback from SP (expressing understanding/ no
questions)
Causes/sources of simulation anxiety: time limits, cameras/recording, waiting
with peers/”feeding off each other,” being in a different
building/environment/physical context, “hitting all the points” on the rubric or
having multiple demands, being watched, watching your own recording (good
too), comparing notes with peers during debrief
Stepping back & reflecting after the fact provides perspective
Opportunities for “taking it a step further” for correction would be helpful
It can be frustrating to watch your mistakes
Need to arrive early
Symptoms of anxiety: nervous sweats (hands), clumsy, rushed speech, “getting
ahead of myself,” unfocused thoughts, thinking about rubric and being watched
After the sim – anxiety begins to come down & there is relief when you “close the
door”
Lines simulation caused anxiety → newness of it was difficult & “intimidating,”
no way to practice with lines prior, “going off gut instincts,” not knowing
expectations, limited exposure, pressure to “keep patient safe and comfortable,”
lack of self-confidence
Having instructors as standardized patients was helpful (immediate feedback,
understanding boundaries and expectations, not being watched “behind the
mirror)
Peers in line management sim helped in some ways (somebody will “know
something I don’t), but there was additional need to perform & be hands-on
Charting sim anxiety: highest before the simulation (building anticipation &
scripting from rubric), during – moderate, autopilot “let’s rock and roll”,
afterwards – “I can breathe again,” anxiety can go up again when you watch
recording
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Appendix H
Karen’s Interview Transcription
Ke: Alright, you told me that you wanted to go by Karen on your initial intake form. Is
that still good for you?
Ka: Yeah. That will work.
Ke: Okay. Tell me a little bit about your personal experience with simulation within your
OT education so far.
Ka: They make me really nervous I guess. I don't know sometimes how to prepare for
them in a way. Having them recorded - I don't know - I haven't actually really watched
myself back on them. Because they
Ke: Really?
Ka: Well I've watched a little bit, but I just feel so awkward watching myself back. The
first sim I watched myself because I was with some classmates and they were all
watching them - so they put mine up and kind of forced me to watch myself. Yeah. I
guess they make me kind of nervous in a sense of how to prepare for them. And when I
am in there I talk a lot - maybe over talk
Ke: Okay
Ka: Cause I just get really nervous, so
Ke: So, sometimes preparation is a challenge - is that correct?
Ka: Mmmhmm
Ke: And, you prefer not to watch yourself if it's recorded.
Ka: Yeah.
Ke: And you feel like once you get in there you talk more than you intended to at times?
Ka: Yes. I kind of like over-talk and say just like too much and just kind of just fill in the
blanks just with nothing. I don't know. It just ...I mean I think that they're not like
horrible, but they are not my favorite thing that we do in OT school.
Ke: Okay! that's fair
Ka: It's just like a lot of pressure - like on them.
Ke: Okay. What is your perception of the challenge level or the difficulty of the
simulation experiences that you have had?
Ka: Um . . . I don't think that they are necessarily like over-challenging. It's nothing that
we can't prepare for and do well on. I never heard of anyone failing it or anything like
that. But, I guess some of them are different challenge wise like the lines one- that one
wasn't graded. So that one didn't have as much pressure. That one was not - my anxiety
wasn't as high for that one. And we were with a group. I kind of liked that as well.
Ke: Okay.
Ka: And I also liked with that one how you guys were like the person we were with
Ke: Standardized patient?
Ka: Yeah. Sometimes when you're with like a random person - it's a little bit awkward I
guess in a way. It was more fun having you and Orli (laughingly).
Ke: (Chuckling)
Ka: I remember we had the transfer one. I forgot about that one. That one was a little bit
more challenging because we had to make sure that we knew how to get the patient out of
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bed and transfer them to the wheelchair and then back. And there were so many tedious
steps. I know that they were like checking off - we had in the back of our head like
making sure that we did everything.
Ke: And that was biomechanics. Am I correct?
Ka: Oh yeah. Oh my gosh! I forgot about that. Yeah - that was biomechanics.
Ke: That simulation that you are talking about?
Ka: Yeah. I was thinking about - well yeah. I just thought about the practical. But, no that was the simulation one. But we had a lot more practice with that one I think because
there was so much going into it. We had a whole bunch of days where we would go in
and practice.
Ke: Here in the simulation center or elsewhere?
Ka: (pointing to the door) Over there where the beds are - right down that hallway.
Ke: Okay. So a lot of your preparation was in house, like in the sim center as opposed to
the occupational therapy lab. Is that correct?
Ka: Yes. It was pretty much all in there because that's where the beds were and the
wheelchairs.
Ke: What kind of impact do you think that had? The preparation for that one?
Ka: I felt more prepared for that one.
Ke: Mmm-hmm
Ka: I mean I was still very nervous going in, but I knew what I was doing. I wasn't
necessarily just going in and winging it just the best I could. We actually were taught
exactly what they wanted us to do on that one.
Ke: So what is your perceived challenge level? Do you feel like it was difficult . . .
Ka: I think it was difficult, but I think that that one - I actually took more away from it.
Like I know that we're going to be have to be transferring our patients and stuff, so I
think that's why I took that one a little more seriously. But, that one - I think I actually
learned from it more.
Ke: Was there a grade affiliated with the biomechanics simulation?
Ka: Yeah. There was. We just had so many times that we would go in and practice for it.
It wasn't just like a one time going over it and then telling us we had a sim lab.
Ke: So was it unlimited preparation?
Ka: Well. Yeah - we had access to that room whenever we wanted to go, but we also had
specific class days where we would just go there and Williams and Orli would be in
there, and we would practice with them. So, that was really helpful.
Ke: Did you utilize all the practice times? How often did you go before the sim
happened?
Ka: Well I went to every mandatory one that we had, and then I think I went to a few
times - a few of my classmates might have met up two other times. And we practiced a
little bit before.
Ke: And for that particular simulation, tell me about the patient? Who played the role of
the standardized patient?
Ka: I think that was . . . I don't remember.
Ke: Was it a peer or an actor?
Ka: Oh it was! It was peer. We each had a - it was the person that was in front of us. So
we would go in - and then yes, it was one of my classmates.
Ke: And how was that for you? Do you remember?
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Ka: I like having it as my classmates as well just because we are together all the time and
we are pretty (. . .)
Ke: Was it hard to take it seriously in any way?
Ka: No, because I knew that the teachers were - like watching. I know there's a checklist.
So, and they couldn't help us in any way. That's one thing that I think may be hard for the
classmates. Not that you are trying to cheat or anything, but you want to help them so
bad, but you just have to do the best you can just to let them do whatever they are doing.
Ke: How was it for you when you were the actor? It sounds like you wanted the other
person to do well.
Ka: Well I went first, so I was kind of more thinking about what I had done wrong,
because I hadn't gotten my grade back yet - during it. So I kind of was just like
Ke: So you were comparing yourself to your peer or you were just analyzing your
performance?
Ka: I think I might have compared a little bit, but I think I was more just like thinking like how it went. But, I was also happy it was over with too. It's a lot of ... it's just like
"Yay! It's finally over."
Ke: Yeah. Tell me about what your anxiety looks like before, during, and after a
simulation? When would you say it's the highest? Does it go down at some point or go
back up at some point. Tell me what your anxiety looks like if we had a chart - what is
would look like.
Ka: I guess my anxiety gets really bad like the night before.
Ke: Okay
Ka: I get really nervous and then of course when we are waiting in the room for our name
to be called, my stress is really high. Just because you don't really want to keep studying
at that point. You know? You just - overstudy. I would say it's like the night before and
then the day-of up until going into the room But right when I am done, it kind of goes
away - just because you are happy it's over and everything. I've never gotten a bad grade
on a simulation lab, so I know I do okay on them, but then I get really nervous.
Ke: There's still that anticipation beforehand?
Ka: Oh yeah.
Ke: So you told me about building up to it up until you go into the room and then after
you left the room, but once you open the door and you go into the sim, what's your
anxiety look like during the actual simulation encounter?
Ka: My heart races. I am very nervous during it. I just try to do the best I can. I guess its
more nerve wracking up until opening the door, and then once I go in there I just kind of
blank in a way.
Ke: You blank out a little bit?
Ka: Yeah. Like I will leave and I don't really remember
Ke: You said you talk a lot sometimes.
Ka: Well I know I did for the last one, for the sensory one
Ke: The sensory processing one
Ka: Yeah. That one. I explained sensory processing - I just was over-explaining it I guess.
I might have been confusing in a way. I just was not really getting to the point - just kind
of talking because I didn't really -- when I was explaining the activities, I gave too many .
. . I don't know - it's just . . . that one was just - I think a lot of us - that one was harder for
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us. I don't feel like we had a lot of preparation for that one. We just talked about it one
time in class and then we had the simulation like a week later.
Ke: Okay.
Ka: So there wasn't really much practice for that one.
Ke: Okay. So you feel like there was a difference with the preparation with that particular
simulation compared to all the others or mainly ...?
Ka: That one was the one that I felt the least prepared on - the sensory one, because we
only talked about it one time in class and it was just like a week later and I don't know. I
just didn't feel prepared for that one.
Ke: Okay. So, this kind of falls in line with what you were just sharing. How have you
felt about your ability to meet the objectives of your simulation experiences?
Ka: Like my grade wise and my . . . that feedback I've been getting?
Ke: So I guess like looking at the requirements of the sim, your rubric, or whatever you
are supposed to accomplish - those objectives. How have you felt about your personal
ability to meet those objectives going into the simulations?
Ka: I think I've done a pretty good job each time. I mean I've done the best of my ability I
can. I just - my anxiety gets really high right before I go in. So I mean, I could study a lot
so I get really nervous and that kind of hinders my performance in a way. I don't think
I've ever done bad on one besides the ACL one. I didn't do really well on that one. That
one I really - for that one I actually - we studied so much. I had actually done it four
times before I went in there with you. Then I went in and just completely blanked on how
to do it.
Ke: So it sounds like sometimes you are equating or comparing and contrasting a
practical encounter with a simulation encounter. Would you say they are similar in your
mind as far as the anxiety and experience of them?
Ka: Yes! I think so. You're being watched with the practical also. I think they are really
similar. I know a practical sometimes has a lot more grade behind it too - a big
percentage. So, I get more nervous for the practicals.
Ke: Okay. Even more so than simulation you think?
Ka: Yes. Simulations are never like - they're not like a huge, huge percentage of our
grade sometime. It's like I don't want to do bad on it - I know it's not "make or break" but
the practicals there's a lot more information. I consider them almost the same in a lot of
ways.
Ke: Okay. So you are kind of equating. That's interesting. You're not necessarily the first
student to say that and I never - kind of- I guess I haven't made that connection, but it
keeps coming up as a theme. So that is interesting. What feedback stands out from
simulation experiences that you've encountered? So feedback in terms of what did your
standardized patient say to you, it can be a peer, or your like on your grading form or in
your debrief. What are some of the things that stand out to you when you think of the
feedback you've received when you think about the feedback you've received from
simulation?
Ka: I really can't think of a certain example that they've necessarily said to me. But I do
remember - the sensory one is one of the most recent ones we had. I remember the client
didn't rate me as well as I thought she would. Yeah. So that kind of stood out to me. She
didn't give me a bad grade, but she took off more points than I guess I had expected. That
was the one that I had talked a lot during it. I think I may have come across as a little
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confusing. I can't really think of anything that a teacher has really said to me about it. I
haven't gotten a 100, but I can't think of a specific comment that they gave me.
Ke: No feedback that is kind of generating anxiety about future simulations?
Ka: No I haven't. No.
Ke: Okay. And then - think about feedback in broader terms as in feedback the
environment might give you like when you push a button on the bed and it doesn't work
or that kind of thing. Is there anything that you felt like you were frustrated with or
anything that stands out in your mind that made you think, "I need to adjust differently
next time?"
Ka: I honestly don't know. I know I went almost over time for the last practical or the last
simulation lab. That kind of stressed me out. My timing kind of sometimes varies.
Ke: How did you know about the timing?
Ka: They give us like a one minute - and I had to wrap up really quickly.
Ke: And you felt like it was rushed at the end whereas . . .
Ka: Cause that was the sensory one again and it was only ten minutes. It was just a very
short period of time.
Ke: Do you remember if you went over time or not with that one?
Ka: I think that I got out right in time. They said one minute and i just wrapped up really
quickly and I got out in time. But, it was exactly
Ke: It wasn't the way you wanted it to end?
Ka: (shaking head no) mmm-mmm
Ke: Overall, how would you say you've responded in simulation experiences that you've
encountered? You've talked about that a little bit, but how would you say you’ve handled
or responded in simulation experiences so far?
Ka: I think like with the patient and everything? Or the client?
Ke: Just the whole things. Yeah.
Ka: I think I've responded pretty well. I mean I go in there and I am prepared enough
where I know what to do, but it's just more - my anxiety and everything just takes over
and I just forget kind of what to do. If I am more concerned about getting all the check
points for my grade than necessarily my performance -- that can be one thing. The first
simulation - actually - I knew the person. It's my grandmother's best friend.
Ke: How was that?
Ka: It was kind of awkward. We were both just like, "Oh my gosh!" I wasn't expecting to
know
Ke: How did that impact how that sim encounter played out for you?
Ka: I mean it was . . .I think that was one of our very first ones. I was already nervous
going into it and I haven't seen her since I was really young, but we both knew who each
other were so it was just kind of awkward in a way. But, she was really sweet so . . I
mean I still did okay. (smiling, amusedly sharing story - eyes bright and animated) I
didn't really know; i knew I recognized her, but I didn't know exactly who she was. Then
I got a call from my grandmother like immediately after because I guess she called her
and told her about it. I was like I KNEW I knew who she was. But, yeah I didn’t know
exactly who she was, but I knew I'd seen her before. So . . .
Ke: Like this lady looks familiar (laughingly). Oh that's funny! So thinking back to that
simulation to some of the most recent ones you've had, how would you say your
simulation anxiety has stayed the same or changed over the past year?
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Ka: I think it really depends on the simulation that we are about to do - like it just really
depends on what we are being asked to do. I don't know. It's kind of hard to compare
them because some are a lot more challenging than the others or require a lot more
preparation. So that is kind of hard to really compare them. But I mean I also know that
y'all aren't trying to fail us or anything on our simulations. We have learned that in a way
- as long as we go in and do our best, it is going to be okay. And, it's just practice. But,
they are still really nerve wracking.
Ke: So when we did the initial intake for this particular study you identified as
experiencing simulation anxiety very much in your OT education so far. I am interested
in hearing any sources - like you listing or describing any sources of anxiety that you've
encountered surrounding a simulation encounter. So I'd like to hear from you what are
some sources of anxiety that you've experienced before you go in, and then sources of
anxiety during the simulation, and then after you walk out of the simulation. So kind of
where do you think your anxiety is coming from before, during, and after?
Ka: Okay I think before it's more just not really knowing how it's going to go and
preparing for it and not really knowing if I prepared enough or if I am ready at all.
Ke: Okay.
Ka: And then also, it's just really nerve wracking having - being recorded and everything,
so that is just a lot of pressure. Sometimes when we are all waiting in the sim lab, and it's
not our turn yet and times starts to get behind, that makes our-- my anxiety really high
too. I think ...
Ke: So what happens? I want you to keep going with that . . . so when you are waiting
what is going on around you, what is going through your mind?
Ka: We are just like - everyone that is waiting together in the room - everyone just keeps
talking about what we are going to do when we are in there. I think that sometimes we
just keep over studying and keep stressing our self out. I don't know if it was a practical
or a simulation, but it was here (motioning to the chair - as in inside the simulation
building) and it went over like two hours. We were two hours behind.
Ke: Oh my word!
Ka: And at that point - think towards the end, a lot of us were just ready to get it over
with at that point, at the end. So it was just really - it's just a lot of stress as well.
Ke: How does the peer interaction impact you or does it impact you before you go in?
Ka: I mean I like talking to them and knowing that I am not the only one that is like
feeling so much pressure and anxiety, but i think that sometimes we feed off of each
other when we are all so nervous. You can just tell everyone in the room is like on edge.
Ke: The tension is building?
Ka: Yeah.
Ke: Okay. And is that a positive or a negative thing - would you say?
Ka: I think it depends on how long we are in there with each other for -- like if it is just
five or ten minutes, it is fine. But when we are in there for a couple of hours, I feel like
we have already discussed everything and we are all just, I don't know - you just want to
leave.
Ke: Yeah. It's taxing it sounds like.
Ka: And when I go in there I think that's - I am not as anxious necessarily when I am in
there [in the simulation], I think that for me it's a lot more before I walk in is when it's
just that's when it is the highest.
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Ke: Okay
Ka: Then once I am in there I just know I have to get it done and I just do the best I can.
But it is - I think a source when I am in there is knowing that y'all are watching us. So
that is stressful.
Ke: Before you said something like sometimes you blank out or it's just a blur.
Ka: Yeah. Like - I will black out during it. I will walk out and I won't even really
remember what I said or anything. I just - get just like a rush of anxiety and emotions
when I am in there and I just start talking. Then I mean I manage to say everything most
of the time that I need to say to get the grade I want. But, yeah - I don't always remember
everything that happens when I am in there.
Ke: So what is going on in your mind or with your body during the simulation?
Ka: I like - my heart races, I get really hot, and my face gets really red when I get
nervous. I get really, really red. You can tell I'm nervous (laughs). I feel like physically I
can feel my anxiety building. So, OT school has definitely brought out a lot of anxiety. I
never really had - I mean I've always had it - but it gets bad sometimes preparing for stuff
and wanting to do well on everything. So - yeah.
Ke: Yeah. I understand that for sure. I didn't really have any kind of test anxiety or
anything like that until I was in OT school and then I started - anxiety started popping up
in different areas that I had never experienced it before. So, I can relate to that.
Ka: Well I also have test anxiety in general. Like I don't ever make great test grades, and
(. . .)
Ke: Has that been true for just OT school or (. . .)?
Ka: In general. It has always been like that for me. I took the ACT five times. I took the
GRE three times and I still never got the score I needed to meet to get in, but I - since UT
super-scored and I had other shadow hours and stuff, I managed to still get in. But, I have
never been able to do well on a test. It's - it's just very frustrating for me.
Ke: Do you feel like it is difficult to show what you know? After the fact, do you think - I
knew that and it didn't come out or come across in the test?
Ka: Yes. And I feel like I don't want it to seem like I don't study or anything. I have
always just never made - I don't like always fail. But, I just never make the grade that I
feel like I should make coming out of a test and it is really discouraging for me. So it is
like in all aspects, I just get really - I am just not a good test taker. I get really bad anxiety
before that too. So, I mean it's in a lot of areas school-wise. I think that it impacts my
performance. So (laughs and shrugs). It's not fun.
Ke: No! It's not fun. Tell me - so we have talked about before and during the sim sources of anxiety. After you walk out of the room, what are some things that might
cause anxiety in you particularly after a simulation?
Ka: A lot of the times after it's over I just feel so much - like a sense of relief coming.
Ke: Does it go down?
Ka: And I do like we do get out grade almost immediately after too so it's not like . . . I
think mine would stay a lot higher if we had to wait for y'all to put it in. But, normally they give us like a piece of paper right after and tell us what we made. So, that helps.
Ke: So, that immediate feedback is helpful. Is that correct?
Ka: Yeah. It kind of makes it that you don't think about it too much after you've gotten
your grade and everything. You can pack - you know how you did. I think once it's over,
it's not, it's almost gone at that point unless I didn't do good then - of course that helps.
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Ke: What about during the debrief like if you are waiting with peers in the debrief or what is your anxiety look like then?
Ka: Well I think like immediately after it, we are all still processing how we each did and
so when we are in - but we're not really supposed to talk until the teacher gets in there.
So, that kind of - we all want to like tell each other
Ke: You all want to spill?
Ka: Yeah! Like how we think we did. But, I mean I like the debriefs because it is nice to
hear what everyone else did and the teachers are all really nice during them too, so I don't
always have a lot to say during them sometimes because I don't really know how I think I
did.
Ke: Uhh-huh. You are still taking it all in and thinking about it.
Ka: Yeah. And I am pretty hard on myself a lot of times too. So, I don't really know like I don't know how I did. You know, so you kind of forget. You can give - I can give a
weakness really easily, but its hard to like think of something good I did during it [the
simulation].
Ke: Would you say you focus more on the things that you did wrong?
Ka: Yeah. Definitely.
Ke: And what does that look like or sound like in your head? Or how does that play out?
Ka: It just makes you like - me harder on myself and maybe more upset about how the
simulation went when I probably did my - my positives probably outweighed the
negatives. But, you really think more about the things you did wrong than what you did
right.
Ke: How long do those negative thoughts last? Like - how long would you say you think
about the things you did wrong? Does it last for - until you leave the building or is it stay
for a few days or . . ?
Ka: I think it really depends on how bad I think I did. I know the practical - the ACL
wasn't - I know it was a practical, but I like thought about that for awhile because I just
messed up so bad and that like made me upset with myself because I knew what I was
doing. I - just like it really depends on how bad it was I guess or how bad I messed up. if
it was just something that wasn't really that big of a deal, I'll probably forget about it
pretty soon, but if it is something that I completely blank on how to do something I wil
think about it longer.
Ke: So what is long for you? What do you think?
Ka: I mean I try not to dwell on it too much. If I fail something then probably I will think
about it a lot longer. But, if my grade is okay, then I will probably be able to let it go.
Ke: Sure
Ka: and just move on - so it really also depends on the performance and the grade that I
got back on it too
Ke: So the grade is kind of what gives you permission to let it go in some ways. Is that
true?
Ka: I mean yeah because grades are pretty important too in school, so yeah I mean if I
didn't do well on something then I'll think about it a lot more than if like if I - I don't want
to get a "C" - but if I did like okay on something then I will try not to think about it too
much. But if I fail something or something - then its going to be on my head, in the back
of my mind longer.
Ke: So what do you equate with failure?
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Ka: What do you mean?
Ke: So some OT students think of a "B" as being failure.
Ka: No! I am like actually - I have failed stuff and tests and stuff in OT school
Ke: With an "F"?
Ka: Yes. I know that a lot of my classmates - they'll talk and they are like, "I got a B on
something" like on a test and "I'm so mad at myself." And I am like - I actually did really
bad on the test and I am just like, " You did so good. That is so good." That's kind of
frustrating to me sometimes, but I am not a type A person like that though. I am a pretty
chill person. I am not - I don't know I don't have to be as strict I guess as some people in
my class are. But, . . .
Ke: You wouldn't describe yourself as a perfectionist?
Ka: No. Not at all. I am not a perfectionist at all. I mean I try to do the best I can, but
there is only so much I can do all the time, so . . . and I like not being necessarily too type
A because sometimes I feel like they are a lot harder on themselves. Someone that like
has to get an "A" on everything. I am like - I mean if I get an "A" that's amazing. I just
don't get them very often so.
Ke: I would like for you to describe a simulation encounter that you recall as anxiety
provoking. Kind of take me through it step-by-step.
Ka: See - the simulations I think I get more anxiety - I think for the practicals. The
simulation ones, the one I guess that stressed me out the most was the either the sensory
one or the wheelchair or the transfer one.
Ke: The biomechanics one?
Ka: Probably the biomechanics one would be the most stressful for me just because we
did have a lot that we needed to know during that so that was very tedious steps too. So
that one was pretty stressful. But, I did pretty well on that one. I only messed up like
once. So, I was pretty satisfied with my performance on that one.
Ke: So, the one that caused you the most anxiety would you say is the sensory processing
simulation or the biomechanics?
Ka: Probably the biomechanics one. The sensory processing one stressed me out, but we
just didn't really have much preparation for it, so I just did the best I could for that one.
But I know the biomechanics one, we actually had been practicing a lot.
Ke: So before you said earlier in the interview sometimes it was something to the nature
of over-preparation cannot be a good thing. Is that true for you?
Ka: Yeah. I mean I definitely think that over studying
Ke: That's what you said.
Ka: Yeah. It can maybe think you overthink what you are doing when you're in there. I
know when were in Anatomy they told us not to study like the day-of or too soon before
the test because you are going to go in and like . .
Ke: Blank?
Ka: Yeah. You are going to mess up. I have kind of learned not to do that too much
anymore.
Ke: Okay. So do you think that is what made the difference between the pediatric one and
the biomechanics one? Is it that you had less guidelines or opportunities to prepare?
Ka: It could've been. And also one after - during the debrief I know a lot of my
classmates felt frustrated with that one
Ke: Which one?
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Ka: The sensory one because we just didn't feel prepared for it I guess. So, none of us didn't really feel it was our fault necessarily that maybe some of us didn't do as well
because we didn't really know what to expect going into it at all. That one - I don't think
anyone was as hard on themself on that one. But the biomechanics one, we knew exactly
what we needed to do, so - that one was
Ke: So you have permission to be harder on yourself when the expectations are clear or
the preparation is involved?
Ka: For me, I need to know exactly what is expected me a lot of the time - just to help me
prepare. I just - I would much rather know- be clearer on something than not know what
I am supposed to do. Cause there is just that kind of gives you - I just- you just don't
really know what to expect.
Ke: It's the unknown that causes
Ka: Yeah. And I didn't like the sensory one also because like the person graded us also.
Like the patient. I just don't feel like they really knew enough to really effect our grade
too much in a way. So that was a little frustrating also. Just that like what they thought
affected our grade I guess.
Ke: That's good feedback. So, biomechanics one - is that your final answer for the most
anxiety provoking would you say?
Ka: Mmm-hmm.
Ke: So, this is the last question that follows up with that. What factors influence you
identifying the biomechanics simulation experience in particular as anxiety provoking?
Ka: I guess just because we had so much practice prior to it that we knew it was a pretty
big deal. There were just - there were so many tedious steps that went into it. It was just,
we had - you couldn't really wing that one. You had to know like what you're doing
during that one so that one - I definitely studied for a ton. So, yeah. I don't know. They
got little rooms - you see them watching you. You can't see them, but like - I don't know.
Also, having your classmate too. I thought that was helpful though. I did like having our
classmate. I think I had Logan; he was funny. He was a fun person to have. Yeah, so. But
- yeah I think it is just that we did - they practiced with us so much that we knew it was a
big deal. They also told us that we were going to have a lot of transfers and stuff. So it is
something that we are going to need to know how to do. You can't just kind of like not
really think about it anymore cause with our like fieldworks and stuff, we may have to do
transfers and everything. So, its importance.
Ke: So, you realized how it is going to translate to daily tasks as an occupational
therapist. So was there some additional pressure there in knowing like, "I am going to
have to do this one day. I need to do this right"?
Ka: Yeah or at least I don't want to do it just for the grade. I want to actually know how
to do it because I would hate to be on rotations or something and not know how to do it at
all or just kind of forget completely - so I did at least want to know enough where I could
have a little bit of knowledge to help me down the road. I know I will re-learn it, but I
wanted to take that a little more seriously.
Ke: You took it more seriously. So, there was additional pressure on yourself to get it
right.
Ka: Mmm-hmm
Ke: Is that correct
Ka: (nods head affirmatively)
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Ke: Is there anything else that kind of popped in your head as we were talking that you
think would relate to some of these things that we've talked about today?
Ka: Like. . . can you like?
Ke: Anything as far as feedback that you've gotten or sources of simulation anxiety or
kind of how preparation effects your sim anxiety - those types of things
Ka: Like you're asking
Ke: Is there anything else that popped in your head?
Ka: No. I guess just for the future, down the road, I think it helps to have a little bit more
prepartion from the teachers and just a little bit more directions. I don't mean for them to
like hold our hand during it or anything, but just so we have a good, clear picture going in
- is something that I think might make us - me, a little bit less anxious, just knowing
exactly what to expect.
Ke: Sure. So you said earlier that you really like it when the objectives are very clear, you
know what the expectations are, what equates with a good performance so-to-speak, and
then opportunities for preparation that are well defined I guess.
Ka: Yes, yes.
Ke: And available as you feel like you need it [opportunities for preparation]
Ka: (nods head affirmatively and smiles)
Ke: Okay. Awesome. Well, thank you so much!
Initial findings checked with Karen:
• Causes/Sources of simulation anxiety: the unknown beforehand, not knowing
how to prepare beforehand, limited practice & preparation, being off schedule →
longer waiting periods, influence of peers while waiting to go into a
simulation/”feed off of each other”, being recorded, watching recordings, meeting
several objectives in a simulation, time constraints, “awkward” interactions with
standardized patients,
• “Black out” and cannot remember what I said during the simulation (“rush of
anxiety and emotions and just start talking”)
• “A lot of pressure” on simulations
• Symptoms of simulation anxiety: “over-talk”/talking too much/”not getting to
the point,” heart racing, difficulty with time management, heart racing, face red,
get hot
• Challenge level is adequate (no one is failing, grades = pressure)
• Group of peers can decrease anxiety during an encounter (example: lines)
• Having faculty &/or peers as standardized patients can be beneficial
• Multiple objectives or “tedious steps” to “check off” can be difficult
• Exposure ahead of time to the simulation environment can help with preparation
and self-efficacy
• Learned more from biomechanics sim → lots of opportunities to practice
(optional & mandatory), saw how it related to future practice, standardized patient
was played by a peer
• Desire to help classmates do well (when playing part of standardized patient)
• Relief/happy when simulation is over
• Compare self to peers’ performance
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Charting of simulation anxiety: “really bad night before”, high when you’re in
the room waiting to go in (anticipation building), “blank” out when you go in the
door, anxiety goes away when I am done
It’s helpful to get grades/feedback in a timely manner/ allows for
closure/decreases anxiety
Over-preparation can be counterproductive (example: ACL)
Practical encounters and simulation encounters are both anxiety provoking
(because practicals often = higher percentage of grade → can cause higher
anxiety)
Feedback: client (standardized patient) didn’t rate as high as anticipated, no
really specific negative comments recalled
Felt positive about responses/performances on past year of simulations
Expectation to do your best & “it’s going to be okay” for simulations
Identified as having “test anxiety” & not being a good test-taker (very frustrating
& discouraging)
It’s hard to identify positives of performance & objectively self-evaluate (not
knowing how I did contributing to limited verbal contributions in debrief)
Negative thoughts about performance can be lasting
Grades are important form of feedback
Failure = making an “F”
Identified as “pretty chill person” and “not a type A person” /denied being a
“perfectionist”
Biomechanics simulation with “tedious steps” was most anxiety provoking → but
satisfied with performance, can’t wing it, preparation emphasis = knew it was a
“big deal,” necessity to know skills for fieldwork & future practice, additional
pressure to get it right/take it seriously
Sensory processing simulation “stressed me out” and there was limited
preparation, and expectations were unclear
Felt unfair that standardized patients’ opinion impacted students’ grades (sensory
processing simulation)
Clear expectations are important for preparation
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Appendix I
Script for Participant Instructions Prior to Review of the Video Recording
During the interview, you identified one encounter as particularly anxiety
provoking. Today we have the opportunity to go back and watch a recorded encounter. I
am interested in understanding your viewpoint as you recall and review a simulation
experience. Before watching the video recording of your choice, I will ask you a few
questions. During the review of the video recording, I will be taking notes based on your
review of with the video recording. You may look at my notes at any time. I would like
you to describe how your simulation anxiety impacted your interactions throughout the
simulation encounter I encourage you to freely speak aloud as you watch your video
recording and react to it. You may watch the video recording as many times as you like.
After the review of the recorded encounter, we will wrap up with a few follow-up
questions. What questions do you have for me?
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Appendix J
Pre-Simulation Reflection Questions
1. What type of preparation do you recall having for this particular simulation
experience?
2. How did you feel leading up to the simulation?
3. What do you believe influenced your emotions going into this encounter?
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Appendix K
Post-Simulation Reflection Questions
1. Explain what your feedback was for this particular encounter.
2. How did you feel following the debriefing portion of this simulation experience?
3. Describe your confidence in your ability to succeed in future simulations in the
OT program.
4. What do you think could have helped you feel a more manageable level of anxiety
about this simulation?
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Appendix L
Example of Written Field Notes

Note: This is page one of 11 pages of field notes that were made during the simulation
review with Lola.
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